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INTRODUCTION 

The  following  pages  represent  the  first  edition  of  the  Eastern  Montana  Areawide 
Health  Plan.  This  Plan  will  be  a  working  document,  in  that  it  will  be  amended 
and   revised  according  to  the  changing   needs,    resources,    etc.,    of  the  area. 

It  is  the  general    intent  of  this  Plan  and  future  updates  to: 

1.  Assist  individual   institutions,    agencies,    and  community  groups 
to  improve  their  planning  capabilities,   help  them  make  use  of 
planning  tools,    stimulate  them  to  use  sound  planning  principles 
and  methodologies,    encourage  them  to  explore  and  to  consider 
relevant  alternatives  and  to  plan  for  themselves  within  a  frame- 
work of  total  community  planning   in  appropriate  relationship 
with  other   institutions. 

2.  Articulate  a  statement  of  community  health  goals  and  priorities 
and  evaluate  progress  toward  meeting  them  through  compilation 
and  publication  of  indexes  measuring  health  status,    accessibility 
of  health  services,    and  health  service  costs  of  various  components 
of  the  community's  health  care  system. 

3.  Assist  in  review  and  comment  on  major  capital  and  program 
proposals  of  individual  institutions  and  agencies  in  terms  of 
their  conformity  to  demonstrated  community  need,    their  financial 
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feasibility,    their  consistency  with  community  priorities,    and 
the  degree  to  which  they  were  developed  in  accordance  with 
sound  planning  principles. 

4.      Provide  a  rational   basis  for  health  related  decisionmaking  and 
to  assist  decisionmakers,    including  State  planning  agencies,    the 
Federal  Government  and  public  as  well  as  private  agencies  in  mak- 
ing the  most  appropriate  use  of  resources  within  the  community. 

The  major  sections  of  the  Plan  are:      The  Setting,   The  Future,   The  Health 
Care  System,    Cost  and  Financing  of  Health  Care  System,    and   Implementation 
of  Plan.      The  Health  Care  System  section  is  broken  down   into  categories  of 
Manpower,    Facilities  and  Services.      Each  section   is  presented   in  the  following 
manner:        Inventory — what  is  present  now;      Standards  and/or  Coals — standards 
and  goals  that  the  Health   Planning  Council   sets  for  a  particular   item;      Immediate 
Needs — what  is  needed  now  based  on  the  standards  and  goals;      Long  Term 
Objectives — what  is  proposed  for  the  next  ten  years. 

The  Implementation  section  presents  the  Areawide  CHP  Agency's  strategy  for 
implementing  the  Eastern  Montana  Areawide  Health  Plan.     A  work  program   is 
listed  for  the  Manpower,   Facilities  and  Services  sections  respectively,    identifying 
the  group  (s),    organization  (s)   or  agency  (s)    who  should  be   responsible  for  carry- 
ing out  the  various  objectives  of  the  Plan.      Hopefully,    this  Areawide  Health  Plan 
will   be  used  as  a  yardstick  to  judge  proposed  alternatives  to  the  existing  health 
care  delivery  system.     Thus,    in  effect,    this  Plan  presents  a  picture  of  the  Region's 
future  health  system. 

-2- 


There  are  a  total   of  five  independent  Areawide  Comprehensive  Health  Planning 
Agencies  blanketing  Montana,    with  the  Economic  Development  Association  of 
Eastern  Montana    (EDAEM)    being  one  of  these.      There  is  also  a  State  Division  of 
Comprehensive  Health  Planning  which  completed  a  Montana  State  Plan  for  Health 
in  August   1974. 

Health  planning  at  the  area   level   resembles  that  at  the  State   level   in   its  focus 
on  all  the  people  and  their  health  needs  and   in   its  attention  to  circumstances  and 
actions  that  can  affect  their  health.      The  difference  between  the  two   lies  chiefly 
in  the  subjects  that  planning   recommendations  and  decisions  deal  with.     At 
the  State  level,    these  are  chiefly  matters  of  broad  policy  that  affect  the  whole 
State  or  at  least  certain  whole  classes  of  institutions,    activities  or  resources. 
At  the  area   level,    they  are  more  often  specific  to  particular  institutions, 
activities  or   resources.      All   five  Montana  Areawide  CHP  Agencies  completed  plans 
appropriate  to  their  particular   regions  as  of  May  1975. 

The  Eastern  Montana  Areawide  Health   Plan  has  been  written  as  carefully  and 
accurately  as  possible  with  the   resources  available.     There  are  some  areas 
of  health  care  that  have  been   left  out  completely  and  others  that  are  discussed 
only  briefly.      This  does  not  mean  that  those  topics  which  have  been  omitted 
are   less  important  than  those  that  have  been   included.      The  committees  had 
to  make  certain  decisions   regarding  specific  areas  that  would  or  would  not  be 
incorporated   into  the  Plan,    the   reason  for  this  being  twofold:      One,    prioriti- 
zation of  items  to  be  addressed   in  this   Plan,    and  two,    the   limited  time  and 
space  available. 
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As  was  previously  stated,    this  Plan  is  a  working  document,    thus  future  updates 
and   revisions  will  attempt  to  incorporate  those  areas  of  health  care  that  are 
omitted  from  this  first  edition. 

Copies  of  the  completed   Plan  will   be  sent  to  the  Governor  and  other  key  decision 
makers  in  Montana  with  the  hope  that  they  will   use  the  Plan   in  making  health 
policy  decisions.      Other  groups  and   individuals  who  will   receive  final  copies 
include:      EDAEM's  health  committees,    public   libraries  in  Eastern  Montana, 
Montana  college  and  university   libraries,    County  Commissioners,    Eastern  Montana 
hospitals  and  nursing  homes,    chairpersons  of  Eastern  Montana  Hospital   Boards, 
public  health  departments,    Old  West  Regional  Commission    (OWRC)    project  nurses, 
Chambers  of  Commerce,   and  Montana  Areawide  CHP  Agencies. 

In  all  of  its  activities,    the  CHP  Agency   is  an  advocate  of  the  public   interest  in 
health.      It  provides  the  setting  and  means  for  consumer-provider-government 
participation  in   rational  decision-making,   which  takes  place   in  the  full   light  of 
the  opinions  of  all  who  are  interested,    both  professional  and  non-professional. 

The  development  of  the  Eastern  Montana  Areawide  Health  Plan  consisted  of  two 
rough  drafts    (see  Appendix  A  for   rough  draft  dissemination)  . 

In  addition  to  EDAEM's  health  committees,    the  first  draft  was  set  to  a  majority 
of  the  providers  in  Eastern  Montana  for  their  review  and  comments.      Public 
meetings  were  held  in  the  three  respective  planning  districts  to  provide  a  means 
for  public  review  of  the  first  draft. 
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The  second  draft  was  sent  not  only  to  the  health  committees  and  Eastern 
Montana  providers,    but  to  all   Eastern  Montana  County  Commissioner  offices, 
city  halls,    public   libraries  and  county  extension  offices  where  the  draft  was 
made  available  to  anyone  who  wished  to  comment  on  the   Plan.      Notices  were 
placed   in  all  of  the  county  newspapers  and  aired  on  area   radio  and   television 
stations  publicizing  the  availability  and   location  of  the  drafts.      Public  meetings 
were  again  held   in  the  respective  districts  to  receive  additional   public   input 
into  the  Plan. 

All  comments  were  seriously  considered  by  EDAEM's  committees  and  staff. 


STATEMENT  OF  AUTHORITY 

The  Economic  Development  Association  of  Eastern  Montana  was  organized   in 
September  of  1970  comprising  the  following  Montana  counties:      Phillips,   Valley, 
Daniels,    Sheridan,    Roosevelt,    Petroleum,    Garfield,    McCone,    Richland,    Dawson, 
Prairie,    Wibaux,    Treasure,    Rosebud,    Custer,    Fallon,    Powder  River  and  Carter. 

It  is  a  grass  roots  voluntary  organization  composed  of  representatives  from  each 
of  the  eighteen   Eastern  Montana  counties  and   receives  considerable  support  from 
community  organizations,    local   government,    State  and   Federal  agencies.      The 
need  for  combining  the  efforts  of  eighteen  counties  became  apparent  following   the 
1970  population  census  which   indicated  a   loss  within  the  area  of  over   13,000 
people  during  the  sixties.    Through  the  Association,    the  counties  are  working 
together  to  develop  action  programs  that  will   make  the  many  small   towns  and 
rural  communities   in  Eastern  Montana  a  better  place  in  which  to  live  and  to  earn 
a   living. 

In   1966,   Congress  passed   Public   Law  89-749  authorizing  formula  grants  to 
states  for  comprehensive  health  planning  and   providing  for  the  designation  of 
state  and  areawide  agencies  to  administer  the  planning. 

In   1969,    the  Montana   Legislature  amended  Chapter  41,    Title  69,    of  the  Revised 
Codes  of  Montana,    1947,    to  include  a   new  section  establishing   the  State  Depart- 
ment of  Health  as  the  sole  and  official   State  agency  to  administer  the  State 
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program  for  comprehensive  planning  and  to  prepare  a  plan  for  comprehensive 
State  health  planning.      The  Division  of  Comprehensive  Health  Planning  was 
created  within  the  State  Department  of  Health  and  Environmental   Sciences  to 
carry  out  this  responsibility. 

The  Economic  Development  Association  of  Eastern  Montana    (EDAEM)    was  desig- 
nated the  Eastern  Montana  Areawide  Comprehensive  Health  Planning  Agency   in 
August,    1973  through  a  contract  with  the  Montana  State  Department  of  Health 
and  Environmental   Sciences.      The  boundaries  of  this  Areawide,    as  well  as  the 
other  four  Areawides   in  Montana,    correspond  with  the  Governor's  five  admini- 
strative planning  areas  used  by  state  agencies    (see  Appendix  B)  .      Petroleum 
County  is  the  only  county  within   EDAEM  which   is  not  included   in  the  Eastern 
Areawide  CHP  boundaries. 

There  are  twelve  multi-county  planning  districts  in  Montana,    three  of  which 

are  in  Eastern  Montana:      District  1,    comprised  of  the  northern  counties    (Phillips, 

Valley,    Daniels,    Sheridan  and  Roosevelt);      District  2,    comprised  of  the  central 

counties    (Garfield,    McCone,    Richland,    Dawson,    Prairie  and  Wibaux);    and 

District  3,    comprised  of  the  southern  counties    (Rosebud,   Custer,    Fallon,   Treasure, 

Powder  River  and  Carter).      These  districts  will  be   referred  to  as   1,    2  and  3. 

\ 
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The  Setting 


I.  THE   SETTING 


This  section  discusses  the  geographic,    economic  and  demographic  characteristics 
of  the  target  area  for  which  this  Health  Plan   is  being  designed.      Geographic 
considerations,    in  terms  of  political  boundaries,    square  miles,   terrain,   climate, 
etc.,    are  detailed  first.     An  economic  description  follows,    focusing  on  the 
primary  employment  sources,    current  unemployment  rates  and  the   income   levels 
in  Eastern  Montana.      Thirdly,    a  demographic  analysis   is  presented,    with   its 
major  emphasis  being  on  the  historical   population  of  the  Region. 

A.      Geographic  Considerations 

Eastern  Montana   is  a  seventeen  county  Region  containing  48,588 
square  miles  and  encompassing  the  entire  eastern  third  of  Montana. 
The  area  has  been  designated  as  the  Governor's  Administrative 
Region   I,    and   lies  within  the  planning  territory  of  the  Economic 
Development  Association  of  Eastern  Montana. 

For  health  planning  purposes,    Eastern  Montana  is  divided   into 
twelve  service  areas  by  the  State  Department  of  Health  and 
Environmental   Sciences.      These  service  areas  are  single  counties 
or  groups  of  counties  which  have  been   "established  on  the  basis 
of  socio-economic  factors,    trade  areas,    transportation   systems, 
including  time-distance  factors,    geographic  features,    and  existing 
patterns  of  medical   care."       Map   I   displays  the  configuration  of 


1 


Sources  are  listed  at  the  end  of  this  section 
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these  service  areas  within  Eastern  Montana,    and  Table  1    indicates  the 
number  of  square  miles,   the  1973  population  and  the  population  densities 
of  each.      These  population  figures  are  the  provisional   estimates  published 
by  the  Bureau  of  the  Census  and  may  not  adequately  reflect  recent  popula- 
tion growth   in  some  Eastern  Montana  counties. 


TABLE   1 

POPULATION   DENSITIES  OF 

EASTERN   MONTANA  SERVICE  AREAS 


Service  Areas 

Custer/Prairie 

Daniels 

Dawson/Wibaux 

Fallon/Carter 

Garfield/McCone 

Phillips 

Powder  River 

Richland 

Roosevelt 

Rosebud/Treasure 

Sheridan 


Valley 


Square 
Miles 

5,514 


REGION   I   TOTAL  48,588 


MONTANA 


Population 
(1973) 

13,300 


92,400 


Population  per 
Square  Mile 

2.412 


1,443 

3,100 

2.148 

3,271 

12,300 

3.760 

4,946N- 

5,600 

1.132 

7,464 

4,600 

.616 

5,287 

5,200 

.984 

3,298 

2,100 

.637 

2,103 

9,700 

4.612 

2,399 

10,000 

4.168 

6,039 

7,700 

1.275 

1,720 

5,500 

3.198 

5,104 

13,300 

2.606 

1.902 


4.719 


Source:    Montana  Data   Book,    Montana   Department  of  Planning  and   Economic 
Development,    1970. 
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Eighty  percent  of  the  land  in  Eastern  Montana   is  in  agricultural  use, 
most  of  which  is  dominated  by  dry  range  land.     Only  one  percent  of 
the  agricultural   land  is  presently  irrigated,   although  potential  water 
resource  developments  may  alter  this  considerably.     There  are 
approximately  900  square  miles  of  land  classified  as  forest  in   Eastern 
Montana. 

Further   investigation   into  the  climatic  conditions  and  the  physical    land 
characteristics  of  the  area  explains  this  predominance  of  dry   range   land 
in  Eastern  Montana.      Much  of  the  surface  area   is  described  as  moder- 
ately sloping  and  hilly  land,   accompanied  by  a   large  amount  of  rough 
and  bad  lands.      Precipitation  averages  only  about  13  inches  per  year, 
resulting   in  a  semi-arid  climate.     The  growing  season   is  relatively 
short,    with  approximately   120  frost-free  days  during  the  summer 
months.     July  temperatures    (warmest  month)    average  between   66°  and 
72    .      Winter  months  are  often  characterized  by  severe  sub-zero 
temperatures  and  heavy  snows  which  hamper  transportation   in  and 
from  the  area. 

As   indicated   in  Table  I,    Eastern  Montana   is  very  sparsely  populated, 
with   less  than  two  persons  per  square  mile  in   1973.      This  compares  to 
almost  five  persons  per  square  mile     for  the  State  of  Montana   in   1973  and 
57.5  persons  per  square  mile  in  the  United  States    (1970). 
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Because  of  the  vast  area,   the  low  population  density  and  the  long  distances 
between  Eastern  Montana  communities,   transportation  is  an   important  con- 
cern within  the  region.      While  a  highway  network  serves  most  of  the 
counties,    public  transportation   is   limited.      Only  five  service  areas 
(Valley,    Richland,    Dawson/Wibaux,   Custer/Prairie  and  Roosevelt)    have 
commercial  airline  services.      Commercial   railroad  transportation   is 
available  in  half  of  the  service  areas.      Roosevelt,   Valley,    Dawson/Wibaux, 
Phillips,   Custer/Prairie  and  Rosebud/Treasure  have  railroad   service.      Four 
bus   lines  service  two-thirds  of  the  service  areas:    those  areas  not  included 
are  Daniels,    Powder  River,    Garfield/McCone  and  Carter/Fallon. 

B.      Economic  Setting 

The  Eastern  Montana  economy  has  historically  relied  on  agriculture  as 
a  major   industry.      However,    recent  changes  in  agricultural   technology 
have  altered   its  employment  potential — far  fewer  people  are  now  employed 
in  agriculture  as  compared  to  a  decade  ago.      In   1960  an  estimated   11,142 
persons,   or  one-third  of  the  area's  employment,    was  engaged   in  agri- 
cultural  endeavors.      By   1970  this  figure  had  decreased  to  8,894,    or  a 
20%  decline   in  ten  years.      Table  2   indicates  this  change  as  compared 
to  changes   in  non-agricultural  employment  in  Eastern  Montana. 
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TABLE  2 

EASTERN  MONTANA 

EMPLOYMENT  BY  INDUSTRY  1960  AND  19  70 


1960 

1970 

%  Change 

Total  Employment 

35,223 

33,833 

-3.9 

Agriculture 

11,142 

8,894 

-20.2 

Non-Agriculture 

24,081 

24,939 

+3.6 

Mining 

558 

927 

+66.1 

Construction 

2,675 

1,859 

-30.5 

Manufacturing 

1,037 

1,459 

+40.7 

Transportation 
Communication 
&  Utilities 

2,984 

2,419 

-18.9 

Trade 

6,519 

6,771 

+3.9 

Finance , 
Insurance  & 
Real  Estate 

745 

975 

+30.9 

Services  & 
Others 

9,563 

10,529 

+10.1 

Source:    U.S.  Bureau  of  the  Census,  1960  and  1970 

Note:     The  1970  figures  have  been  adjusted  to  include 
14  and  15-year-olds  so  that  the  data  can  be 
compared  to  1960. 
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Viewing  these  employment  characteristics  from  the  perspective  of  the 
regional   economy,    it  appears  that  formerly  undeveloped   resources  in 
the  area  are  beginning  to  be  utilized.      Mineral  extraction,    dominated 
by  coal   mining,    experienced  the  most  significant  employment  change 
during  the  decade  with  a  66.1%  increase.      Manufacturing   increased 
employment  by  40.7%,    and  the  financial   sector,    including   insurance 
and  real   estate,    expanded  personnel   by  30.9%.      Trade  and  services, 
which   include  the  tourism  and  recreation   industries  of  Eastern  Montana, 
indicated   increases   in  employment  of  3.9%  and   10.1%  respectively  for 
the  ten-year  period. 

The  Montana   Employment  Service   reported  that  in  December   1974,    1,800 

of  the  40,000  persons   in   Eastern  Montana's   labor  force  were  without 

3 
jobs.        This  translates   into  a  4.5%  unemployment  rate  for  the  Region, 

which  compares  favorably  with  the  State's  7.3%.      In  December   1973, 

Eastern  Montana  had  an  unemployment  rate  of  5.2%  and  Montana,    6.5%. 

It  appears  that  Region   I   has   improved   its  employment  position  while 

the  State  has,   as  a  whole,    experienced   increased  unemployment  as 

compared  to  the  previous  year. 

Income   levels   in   Eastern  Montana  were  less  than  those  recorded   for 
the  State  as  a  whole  in  the   1970  Census.      The  per  capita   income  for 
Region   I  averaged   $2,626  as  compared  to   $2,712  for  the  State. 
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The  Region's  median  family  income  was  $8,079  or  $433   less  than  Montana's 
median  of  $8,  512. 

Of  the  23,072  families   in  Eastern  Montana   in   1970,    2,770  or   12%  reported 
incomes  below  the  poverty  level.      The  State's  percentage  of  poverty   level 
families  was   10.4%.      26.5%  of  Region   I's  population  over  age  65  had 
poverty  level   incomes  which  parallels  with  the  State's  experience  of  26.0%. 

C.      Demographic  Characteristics 

From  1960  to  1970,    Eastern  Montana's  population  declined  from   107,000 
to  just  over  93,000.      This  decrease  is  attributed  primarily  to  a   large 
scale  out-migration  during  that  decade.      Migration  statistics   indicate 
that  27,000  more  people  left  the  17-county  area  than  entered   it  in  the 
1960-1970  period.      This  translates   into  a  migration  rate  of  -25.4%,    or 
roughly  one  out  of  every  four  persons   living   in  Eastern  Montana   in 
1960   left  by   1970.4 

A  significant  portion  of  this  out-migration  was  generated  by  the  closure 
of  the  Glasgow  Air  Force  Base  in  Valley  County.      The  1960  population 
at  the  facility  was  6,400,    which  grew  rapidly  to  a  peak  of  8,500  persons 
in   1964.      However,    because  of  the  Department  of  Defense  decision  to 
close  the  base   in   1968,    approximately  7,500  persons   left  by  the  end  of 
the  decade,    resulting   in  large  increases   in  the  area's  unemployment 
rates. 
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Another  principal  cause  of  this  out-migration  was  due  to  changes   in 
agricultural   technology.      As  farming  techniques  became  more  sophis- 
ticated,   and  as  innovative,    labor-saving  equipment  was   introduced 
during  the  60's,   the  smaller  farms  were  combined   into  larger,   more 
efficient  operations,    requiring  both  fewer  farm  proprietors  and   less 
agricultural   manpower. 

Recall  from  Table  2  that  there  were  2,248  fewer  persons  employed   in 
agriculture  in   1970  as  compared  to   1960.      As  the  agricultural   employment 
declined,    and  people  migrated  out  of  the  Region  seeking  jobs,    the  demand 
for  agricultural  associated  goods  and  services  also  diminished,    impacting 
negatively  on  employment  opportunities  and  further  stimulating  the  out- 
migration  trends. 

Dampening  the  effect  of  this  out-migration  somewhat  was  the  natural 
rate  of  increase  of  the  remaining  population.      There  were  approximately 
13,500  more  births  than  deaths  recorded   in  this  area  from   1960  to   1970, 
or  a  natural   increase  of  12.6%.      Combining  this  natural   increase  with 
the  out-migration  figure  results   in  an  overall  net  population  decrease 
in  Eastern  Montana  of  12.8%,    or   loss  of  over   13,500  people  between   1960 
and   1970. 
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This  rapid  decline  in  population  appears  to  have  stabilized  somewhat 
between  1970  to  1973.      In  this  three  year  period  the  area's  population 
declined  by  only  800  persons,   or  a   .9%  decrease.     This  is  directly 
attributable  to  a  decrease  in  out-migration  from  the  area.      Estimates 
of  out-migration  for  these  three  years   indicate  a  rate  of  -3.1%  for  the 
combined  Eastern  Montana  counties.      If  this  is  adjusted  to  represent 
a  ten-year  period,   the  rate  for  1970  to  1980  would  be  -11.9%,   which  is 
considerably  lower  than  the  out-migration  of  -25.4%  recorded  for  the 
previous  decade. 

Note  that  the  rate  of  natural   increase  has  also  slowed,   however.     This 
can  be  attributed  to  a  rapid  decline  in  birth  rates.      In  Montana,   as  a 
whole,    birth  rates  have  dropped  from  25.9/1,000  population   in   1960 
to  15.9/1,000  population  in   1972.      Death  rates  have  remained  almost 
constant  in  this  time  period  at  about  9.5/1,000  population.6     This  has 
caused  a  decline  in  the  rate  of  natural   increase,    since  less  people  are 
being  born,   while  the  mortality  rate  has  not  changed. 

Table  3  displays  estimates  of  populations  in  Eastern  Montana  from 
1960  to  1973,   and  indicates  the  number  of  persons  65  years  and  older 
for  selected  years.     Graph    I   represents  the  historical  population  trend 
for  Eastern  Montana,    based  on  estimates  for  selected  years  between 
1960  and   1973. 
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A  significant  result  of  the  out-migration   in  Eastern  Montana   is   its  effect 
on  the  age  characteristics  of  the  population.     As   indicated   in  Table  3, 
that  percentage  of  the  population  65  years  and  older  has  grown  from 
9.7%  in   1960  to   10.8%  in   1973.      This   is  explained  primarily   in  that  the 
out-migration  was  heavily  weighted  by  younger  people,    whereas  the 
older   residents  tended  to  stay  in  the  area.      Eastern  Montana  counties, 
on  the  average,    lost  53%  of  their   1970  population  ages  20  to  24.      This 
figure  declined  to  16%  in  the  35  to  44  age  group;    only  7%  of  the  65-69 
cohort  migrated  out  of  the  Region  during  the  decade. 

Of  Eastern  Montana's  non-white  population  of  6,700,    85%  are  American 
Indians.      The  1970  Census  indicates  that  some  5,600   Indians   resided 
in  the  seventeen  counties,    primarily   in  the  Fort  Peck,    Fort  Belknap  and 
Northern  Cheyenne  Reservations.      Indians  represented   roughly  6%  of 
Eastern  Montana's   1970  population.* 


*  The  health  care  system  as  it  pertains  to  the   Indian  population   is  addressed 
in  Appendix  C  of  the  Health  Plan. 
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TABLE  3 
EASTERN  MONTANA  POPULATION  ESTIMATES 
1960  TO  1973 


YEAR 


POPULATION 


POPULATION 
6  5  YEARS 
AND  OLDER 


PERCENT 
65  YEARS 
AND  OLDER 


1960 
1962 
1963 
1964 
1965 
1966 
1967 
1968 
1969 
1970 
1971 
1972 
1973 


106,921 

115,200 

115,800 

116,400 

115,000 

113,700 

111,110 

100,150 

96,700 

93,221 

93,200 

92,500 

92,400 


10,410 


9.7 


10,782 


9.4 


9,650 

10.0 

9,856 

10.6 

10,025 

10.8 

10,000 

10.8 

10,000 

10.8 

Sources:   1.   U.  S.  Bureau  of  the  Census. 

2.   Montana  Department  of  Intergovernmental  Relations, 
Information  Systems  Bureau. 
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D.      Summary 

Eastern  Montana  is  a   large,   sparsely  populated  and  relatively  isolated 
planning  Region    (Governor's  Administrative  Region  I)   which  encompasses 
seventeen  counties  and  covers  the  entire  eastern  third  of  the  State  of 
Montana.      For  health  planning  purposes,    the  Region  has  been  disaggre- 
gated  into  twelve  service  areas  made  up  of  the  various  counties.      The 
Region's   land  surface   is  mostly  hilly  and  bad   lands  and   is  classified  as 
predominantly  dry  rangeland.     Transportation  throughout  the  area   is  pro- 
vided chiefly  by  a  network  of  primary  and  secondary  highways;    however, 
air,    railroad  and  bus  services  are  available  in  several  counties. 

Although  Eastern  Montana's  economy   has  historically  relied  on  agriculture, 
technological  changes  have  diminished  the  employment  opportunities 
formerly  associated  with  the   industry.      More  recent  developments  in 
the  Region  have  evolved  around  the  mining   industry,    especially  coal 
extraction.      Incomes   in  Eastern  Montana  were  generally   lower  than  those 
recorded  for  the  State  as  a  whole.      Current  unemployment  rates   in  this 
Region  compare  favorably  with  the  Statewide  experience. 

Between  1960  and  1970  Eastern  Montana's  population  declined  from 
107,000  to  93,000  people  or  a   12.8%  decline.      This   is  attributed  to  a 
large  scale  out-migration  generated  by  the   lack  of  employment  oppor- 
tunities  in  the  Region.     The  closure  of  the  Glasgow  Air  Force  Base  and 
changes  in  agricultural  technology  were  of  particular  significance  in  this 
out-migration. 


-22- 


A  noticeable  result  of  the  out-migration  was  the  overall  aging  of  the 
population — there  was  a   higher  proportion  of  people  65  and  over   in   1970 
as  compared  to  the  decade  before.      It  appears  that  the  out-migration  has 
slowed  considerably  between   1970  and  the  present. 
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II.         THE  FUTURE 

Since  health  planning  is  directed  at  organizing  a  health  care  system  that  will 
respond  to  both  the  immediate  and  the  long  term  health  requirements  of  the  target 
area,   special  attention  is  given  to  the  probable  future  of  Eastern  Montana.     This 
section  discusses  that  probable  future,   especially  as   it  relates  to  the  area's  demo- 
graphic and  economic  characteristics.     The  time  frame  for  which  the  Plan  is  being 
designed   is  the  ten-year  period  from   1975  to   1985. 

A.     Economic 

The  economic  future  of  Eastern  Montana  appears  to  be  centered  around 

the  following   industries: 

Agriculture 

Recreation  and  Tourism 

Air  Force  Facility  at  Glasgow 

Mineral   Extraction 
Below  are  some  general  observations  concerning  these   industries  as  they 
relate  to  Eastern  Montana's  future  economy.     Most  of  the  information  pre- 
sented herein  was  derived  from  the  Report  on  Resources  of  Eastern 
Montana  Basins,   U.   S.   Department  of  the  Interior,    Bureau  of  Reclamation, 
August  1972. 

Agriculture 

Agriculture  in  Eastern  Montana,   as  in  the  nation  as  a  whole,    has 

undergone  considerable  changes   in  the   last  decade.     With  the 
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development  of  large-scale  farming  and   ranch  operations,    the  number 
of  traditional   small-acre  homesteads  have  slowly  declined.      Corres- 
pondingly,   the  introduction  of  advanced  agricultural   techniques  and 
equipment  has  reduced  the  demand  for  farm   labor — Eastern  Montana 
experienced  a   20%  decline  in  agricultural   employment  between   1960 
and   1970    (see  Table  2)  . 

Whether  or  not  these  trends  will  continue   is  a  matter  for  debate. 
However,    regardless  of  the  future  size  of  farms  and  farm  employ- 
ment,   the  industry  will  continue  to  be  an   important  component  of 
Eastern  Montana's  economy.     As  the  domestic  and   international 
demand  for  food   increases,    more  and  more  attention  will   be  focused 
on  the  agricultural  output  of  this  area. 

Two  major  developments  are  expected  to  impact  upon  Eastern 
Montana's  agricultural    industry.      First,    increased  emphasis  will   be 
placed  upon  the  development  and  management  of  the  area's  water 
resources.     A  large  number  of  acres,    especially  along  the  Missouri 
and  the  Yellowstone  Rivers  and  their  tributaries,    can  potentially  be 
irrigated.      Proposed  watershed  developments  throughout  the  area, 
accompanied  by  the   implementation  of  irrigation  and  drainage  tech- 
nologies,   will  enhance  both  the  crop  and   livestock  productivity  of 
Eastern  Montanan   lands. 
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Secondly,    in  response  to  this  increased  output,    it  is  anticipated 
that  food  processing   industries  will  be  developed.     These  will 
primarily  be  enterprises  engaged   in  grain  and  crop  processing, 
livestock  feeding  and  meat  packing.      These  types  of  developments 
will  expand  employment  opportunities   in  the  areas,    and  further 
magnify  the  agriculture  industry's  impact  upon  the  area's  economy. 

Recreation  and  Tourism 

Eastern  Montana  has  a  significant  outdoor  recreational   potential. 
The  area  presently  supports  a  storehouse  of  recreational   resources, 
including  the  Fort  Peck  Reservoir,    Custer   National   Forest,    six  wildlife 
refuges,   three  commercial  fisheries,    and  nine  state  parks.      Fort  Peck, 
the  fourth   largest  reservoir  in  the  United  States,   and  other  areas  pro- 
vide excellent  hunting,    fishing,   and  other  recreational  opportunities. 

Development  of  these   resources  will  depend  on  a  number  of  consider- 
ations,   but  perhaps  most  critical  will  be  the  availability  of  water 
for  recreational   uses.      Since  a  number  of  multiple-use  watershed 
projects  are  being  planned  for  the  area,    recreational   resources  may 
be  significantly  expanded  in  the  future. 

The  economic  benefits  to  Eastern  Montana  for  developing  these 
resources  will  be  derived  primarily  from  tourist  spending.      Those 
industries  that  are  associated  with   recreational   activities    (motels, 
service  stations,   sporting  goods  stores,   etc.)   are  the  principal 
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recipients  of  these  tourist  dollars,   and,   although  these  establish- 
ments are  somewhat  seasonal   in  terms  of  employment  opportunities, 
the  industry  as  a  whole  can  have  a  sizable  impact  on  the  Region's 
economy. 

It  is  expected  that  the  demand  for  outdoor  recreation   in  Eastern 
Montana  will   increase  some  35%  between   1970  and   1985.     As  such,    it 
appears  that  tourism  will   continue  to  be  an   important  sector  of  the 
area  economy.      Expansion  of  this   industry  will   require  that  the 
accessibility  to  the  recreation  areas  be  maintained  or  improved,    that 
increased  user  amenities    (boat  ramps,   campsites,   etc.)    be  available, 
and  that  an  effective  fish  and  wildlife  management  program  preserves 
the  Region's  recreational  qualities. 

Air  Force  Facility  at  Glasgow* 

In  1964  the  Air  Force  Base  at  Glasgow  sustained  an  estimated  popu- 
lation of  8,500.      However,    since  its  closure  in   1966,    the  $100  million 
dollar  facility  has  not  been  utilized  to  its  full  capacity.      Currently 
efforts  are  being   initiated  to  attract  private  industry  to  the  facility. 
Whereas  the  complex  has   large  scale  warehousing,    manufacturing  and 
transport  potentials,   these  efforts  have  centered  around   inducing 
industrial,    commercial,   aviation  and  educational  development  of  the 


*  Information  herein  was  derived  from  the  Overall   Economic 
Development  Program,   Valley  County  Development  Council, 
Valley  County,    Montana,    1972. 
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facility.      Should  these  efforts  be  successful,   the  surrounding  area 
can  expect  significant  impacts  upon  both   its  employment  and  popula- 
tion levels. 

Mineral   Extraction 

Eastern  Montana  contains  a  number  of  mineral   resources,    including  oil 
and  gas  fields  and  deposits  of  bentonite,    pot  ash  and  uranium.      How- 
ever,   the  Region's  greatest  resources  lie   in   its  massive  reserves  of  coal 
Extraction  and  processing  of  these  coal   reserves  could  make  Eastern 
Montana  an  important  center  for  fuel  and  energy  generation. 

Developments  such  as  the  strip  mining  projects  near  Colstrip  and  the 
proposed  fertilizer  plant  in  McCone  County  will   have  significant  impacts 
upon  the  area's  economy,    income  and  population.      However,   there 
remains  a  great  deal  of  speculation   involved  in  determining  these  im- 
pacts.     Many  variables  are  involved,   any  of  which  could  alter  the 
proposed  development  of  these  resources. 

Perhaps  the  most  critical  of  these  variables  pertains  to  the  potentially 
competing  water  requirements  for  coal,   agriculture,   wildlife  and  recrea- 
tion.    The  unknowns  surrounding  possible  future  coal  development  and 
its  impact  on  water  use  and  quality,    and  hence  on   irrigation,    aquatic 
life  and  recreation  leave  any  projections  uncertain  at  this  time.      Rational 
planning  will  be  required  to  assure  an  adequate  supply  of  water  for 
both  food  and  energy  production. 
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Given  the  present  domestic  demand  for  energy,   and  the  massive 
supply  of  easily  accessible  coal   in  Eastern  Montana,   the  Health 
Planning  Committee  concluded  that  the  area  can  expect  significant 
expansion  of  its  coal    industries  in  the  next  decade.     Therefore, 
for  the  purposes  of  this  Areawide  Health  Plan,    the  following 
economic  forecast  is  presented. 

The  Forecast 

Given  these  potential   developments  and  the  anticipated  demand  for  the 
Region's  outputs    (food,   energy,   fertilizer,    recreation),    it  appears  that 
Eastern  Montana  will  experience  significant  economic  growth   in  the 
next  ten  years.      While  developments  in  agriculture,    tourism,    manu- 
facturing   (at  the  Glasgow  Air  Base)    and  other   industries  will  cer- 
tainly contribute  to  this  growth,   the  most  significant  impacts  will 
be  generated  by  coal-related  developments.      It  is  expected  that 
within  the  next  decade  the  environmental,   water  and  other  potential 
constraints  will   be  resolved  and  that  expansion  of  the  coal  extraction 
and  power  generation  projects  will  proceed   rapidly.     Accompanying 
this  economic  growth,   the  Region  can  anticipate  significant  increases 
in  its  population  base.      Details  pertaining  to  the  size  of  the  population 
and  its  geographical   distribution  are  presented   in  the  following   section. 
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B.     Demographic 

Based  on  this  forecast  and  estimates  of  the  magnitude  of  the  Region's 
future  strip  mining  and  power  generation   industries,    especially  the 
developments  around  Colstrip  and  Circle,   an  average  3%  per  year 
population  growth  rate  is  anticipated  for  the  Region.      Using  a   1975  base 
year  population  estimate  of  91,900*,    and  applying  this  3%  growth  rate, 
Eastern  Montana  will   have   106,000  people  by   1980  and  119,500   in   1985. 
The  1985  figure  represents  a  30%  increase   in  population  over  the   1975 
figure. 

While  the  entire  Region   is  expected  to  grow,    the  counties  will   not  all 
experience  identical   population  growth  rates.      Using  the  rationale  that 
the  counties   in  which  the  specified  coal   projects  are  being  developed 
will   increase  most  rapidly,   and  that  the  adjacent  and  outlying  counties 
will  experience  somewhat  slower  population  growth  rates,    the  following 
distribution  formula  was  assumed. 

Coal  development  centers  -   50%  population   increase 
Adjacent  service  areas  -   30%  population   increase 
Outlying  service  areas  -   16.5%  population   increase 

Table  4  lists  the  respective  service  areas,    their  anticipated  population 
growth  rates  and  the   resultant  1985  populations. 


*  This  was  calculated  on  the  area's   1970  to  1973  trend. 
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TABLE   4 
EASTERN   MONTANA 
1985  POPULATION   FORECASTS 


Service 
Areas 


Estimated                    Ten-Year 
1975                           Growth 
Population Rate 


Forecasted 

1985 
Population 


Custer/Prairie 

12,900 

P<foo 

30% 

Daniels 

3,100 

^00 

16.5% 

Dawson/Wibaux 

12,000 

i&D 

30% 

Fallon/Carter 

5,300 

&100 

16.5% 

Garfield/McCone 

4,600 

*-fp^> 

50% 

Phillips 

5,100 

L^OP 

16.5% 

Powder  River 

1,600 

ZibO 

30% 

Richland 

9,600 

q&O 

30% 

Roosevelt 

9,800 

<\%V 

30% 

Rosebud/Treasure 

8,100 

?k©D 

50% 

Sheridan 

5,300 

S&t>D 

16.5% 

Valley 

14,500 
91,900 

Cj&QO 

30% 

REGION  TOTAL 

9k 

30% 

16,800 

3,600 

15,600 

6,200 

6,900 

5,900 

2,100 

12,500 

12,700 

12,100 

6,200 

18,900 

119,500 
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The  Health  Care  System 


II.   THE  HEALTH  CARE  SYSTEM 
A.  Manpower 

This  section  analyzes  the  manpower  component  of  Eastern  Montana's  health 
care  system,  focusing  upon  physicians,  nurses,  physician  extenders,  den- 
tists and  allied  health  professionals.    An  inventory  of  health  care  manpower 
in  Region  I  is  presented,  detailing  the  number  of  persons  involved,  their 
age-characteristics  and  professional  specialties  (in  the  case  of  physicians) 
and  their  distribution  throughout  the  Eastern  Montana  service  areas. 

For  the  purpose  of  the  inventory  it  was  decided  that  only  active  professionals 
should  be  included.    Active  professionals  were  considered  to  be  those  working 
at  least  40%  of  the  full  time  equivalent  (approximately  2  days  weekly)  for  each 
category.    Those  working  less,  or  who  are  absent  for  several  months  out  of 
the  year,  were  considered  inactive  and  not  included  in  the  inventory.    We 
recognize  that  many  professionals  do  provide  a  certain  amount  of  patient 
care.    Their  omission  is  based  merely  on  the  volume  of  their  service,  not  the 
quality  of  the  care  they  provide.    Also,  professionals  who  had   left  the 
area  before  May  1,   1975  were  not  included  as  planning  for  their  replace- 
ment must  begin  immediately. 

Eastern  Montana's  current  manpower  status  is  presented,  compared  with  both 
State  and  national  experiences  and  evaluated  in  terms  of  the  Region's  total 
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health  manpower  needs.    A  manpower  goal  for  the  area  is  then  presented 
with  an  outline  of  various  alternatives  available  to  the  area  for  reaching 
the  goal . 

1 .  Inventory 

a.  Physicians 

Currently  there  are  48£*  physicians  actively  practicing  in 
Eastern  Montana.  Table  5  is  a  list  of  these  doctors  as  they 
are  located  in  the  twelve  service  areas. 

In  Region  I  as  a  whole  there  is  one  physician  for  every  1,905  per- 
sons.   However,  the  doctors  are  not  evenly  distributed  through- 
out the  region.    As  indicated  in  Table  5,  the  population  per 
physician  ratios  vary  from  1,209:  1  in  the  Custer/Prairie  service 
area  to  7,700:  1  in  the  Rosebud/Treasure  service  area.  Seven  of  the 
service  areas  have  2,000  or  greater  persons  per  physician.    The 
population  per  physician  ratio  for  Montana  is  893:  1,  roughly  half 
of  Region  I's  total .    Nationally  there  are  740  persons  per  phy- 
sician. 


*i  time  status  was  designated  to  those  professionals  working  approximately  2  days 
weekly. 
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In  interpreting  the  relative  levels  of  physician  manpower  within 
Region  I  it  is  helpful  to  distinguish  between  the  general  practi- 
tioners (CP's)  and  primary  care  specialists  (obstetricians,  gyne- 
cologists, pediatricians  and  internists)  from  the  secondary  care 
physicians.    Of  the  48i  medical  doctors  in  Eastern  Montana,  35i 
are  primary  care  physicians  and  13  are  secondary  care  specialists 
Table  6  indicates  the  specialty  categories  of  doctors  in  Eastern 
Montana.    Of  the  primary  care  physicians,  31  i  are  general  prac- 
titioners, one  is  an  obstetrician/gynecologist,  one  is  a  pediatri- 
cian, and  two  are  internists.    The  13  secondary  care  specialists 
include  five  surgeons,  two  pathologists,  two  radiologists,  one 
ophthamologist,  one  EENT,  and  two  psychiatrists.    These  latter 
specialists  are  predominentaly  located  in  Custer  County;   six  of 
the  13  practice  in  this  service  area. 

There  are  several  physicians  who  provide  consulting  services  to 
Eastern  Montana.    These  physicians  offer  specialized  services  to 
many  service  areas  which  lack  specialists.    For  data  purposes, 
those  consulting  physicians  residing  in  the  Region  were  recorded 
in  ther  service  area  where  they  reside.     It  should  be  noted  that 
they  also  provide  a  certain  amount  of  care  outside  of  their  service 
area. 
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In  considering  primary  care  doctors  only,  the  population  per 
physician  ratios  are  altered  considerably.    Regionally,  each 
primary  care  physician  must  serve  2,603  persons.    Within 
the  service  areas,  this  ratio  ranges  from  1,550:  1  in  Daniels 
County  to  7,700:  1  in   Rosebud/Treasure. 

The  average  age  of  Eastern  Montana  physicians  is  47.6  years. 
Table  7  indicates  the  age  distribution  of  Region  I  physicians. 
The  largest  group  of  doctors  (39%)  are  between  the  ages  of  48 
and  57.    22%  are  between  28  and  37  years  of  age  and  24%  are  38 
to  47.     14%  of  the  physicians  are  presently  58  years  and  older  and 
will  approach  retirement  ages  over  the  next  ten  years. 

Note  that  there  is  very  little  difference  in  the  average  age  of 
specialists  (47.4  years)  as  compared  to  primary  care  physicians 
(47.6  years)  .    The  only  significant  difference  in  the  age  distribu- 
tion of  these  two  groups  is  that  the  majority  of  specialists  are  in 
the  48  to  57  year-old  age  category,  while  the  majority  of  primary 
care  physicians  are  less  than  48  years  old. 
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TABLE  7 
AGE  DISTRIBUTION  OF  EASTERN  MONTANA  PHYSICIANS 


GENL.  PRACT'S  AND 

PRIMARY  SPECIALISTS      SPECIALISTS 

22%  24% 

30%  12% 

32%  53% 

8%  6% 

8%  6% 


AGE 

TOTAL 

CATEGORY 

PHYSICIANS 

28-37 

22% 

38-47 

24% 

48-57 

39% 

58-67 

7% 

68  -  over 

7% 

99%  100%  101% 


Average  Age:    47.5  years        47.6  years  47.4  years 
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As  indicated  by  the  data,  Eastern  Montana,   like  many  other  rural 
areas,  generally  suffers  from  a  health  manpower  shortage.    Recog- 
nizing the  plight  of  rural  areas  and  some  inner  cities,  the  Federal 
Government  initiated  a  program  in  1970  called  the  National  Health 
Services  Corps.    This  program  is  a  federal  health  manpower 
deployment  program  which  assigns  Public  Health  Service  personnel 
to  areas  where  health  services  are  inadequate  because  of  critical 
shortages  of  health  manpower. 

The  types  of  personnel  assigned  through  the  NHSC  program  include: 
physicians,  dentists,  nurses,  physicans'  assistants,  optometrists, 
psychologists  and  in  some  cases,  pharmacists. 

Before  a  community  may  apply  for  NHSC  personnel,  it  must  be 
designated  as  a  critical  health  manpower  shortage  area  by  the 
Areawide  CHP  Agency.    This  designation  is  based  on  certain  criteria, 
including  the  population  to  be  served,  the  present  ratio  of  doctors 
to  population,  the  numbers  and  types  of  other  health  personnel 
and  health  facilities,  and  their  accessibility  to  the  target  popula- 
tion.    In  general,  the  Corps  will  assign  its  physicians  and  dentists 
to  serve  areas  of  no  less  than  4,000  population.    However,  excep- 
tions are  made  in  those  cases  where  geography  or  isolation  makes 
a  service  area  of  4,000  people  infeasible. 
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To  attract  health  manpower  to  the  program,  the  NHSC  offers  a  loan 
repayment  guarantee  of  up  to  85%  for  educational  loans  if  the  per- 
sonnel serve  in  a  shortage  area  for  three  years.    As  well,  mal- 
practice insurance  is  covered  by  the  Corps  and  each  assignee 
receives  $500  for  continuing  education  expenses. 

NHSC  represents  a  cooperative  effort  between  the  Federal  govern- 
ment and  a  local  community  working  as  partners  to  provide  quality 
medical  care.    The  NHSC  agrees  to  provide  administrative  and 
financial  management  assistance,  while  the  community  agrees  to 
manage  the  practice  and  to  provide  an  office,  equipment,  supplies 
and  staff  support. 

Currently,  several  NHSC  professionals  are  working  in  Eastern 
Montana.    Custer  County  has  one  NHSC  psychiatrist,  Terry  has  an 
NHSC  physician*,  Scobey  has  an  NHSC  dentist  and  is  expecting  an 
optometrist  to  begin  practice  in  the  near  future.    Poplar  is  expecting 
an  NHSC  dentist  this  summer.     In  addition,  Fallon  County  (Baker), 
Daniels  County  (Scobey),  and  Roosevelt  County  (Poplar)  have  been 
designated  a  shortage  area  for  physicians,  and  Garfield  County 
(Jordan)  for  dentists. 


*Dr.  Manke  will  be  leaving  Terry,  May  30,  1975  after  fulfilling  his  two-year 
commitment  to  NHSC. 
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b.         Nurses 

It  is  estimated  that  there  are  204  active  registered  nurses  (RN) 
and  approximately  150  licensed  practical  nurses  (LPN)  in  Eastern 
Montana.    Table  8  is  an  inventory  of  these  nurses  as  they  are  dis- 
tributed throughout  the  service  areas.    Currently  there  is  one  RN 
for  every  453  persons  in  the  Region;  There  is  one  LPN  for  every 
616  persons.    Table  9  shows  the  distribution  of  RN's  according  to 
their  place  of  employment,   i.e.,  hospital,  nursing  home,  clinic,  etc 

Both  the  state  and  national  population  to  RN  ratios  are  283:  1 . 
There  are  many  other  RNs  in  the  area  who  are  licensed  but  not 
working  regularly.     Nurses  nationally  show  a  high  rate  of  turn- 
over, as  many  nurses  drop  out  of  the  work  force  as  they  marry, 
have  a  family  or  lack  job  opportunities  in  their  area.    Some  of 
these  nurses  may  join  the  work  force  in  the  future. 

Through  a  grant  provided  by  the  Old  West  Regional  Commission 
(OWRC) ,  the  State  Comprehensive  Health  Planning  Agency  has 
developed  a  nursing  project  which  utilizes  inactive  nurses  in 
isolated  rural  areas  to  provide  primary  health  care  services 
to  physicianless  communities. 

Many  communities  do  not  have  sufficient  population  to  support  a 
physician,  yet  they  still  have  health  care  needs  and  are  many 
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miles  away  from  the  nearest  source  of  health  care.    Over  the 
years  people  in  physicianless  communities  have  "made  do"  with 
health  care  resources  available,  phoning  for  advice  from  whom- 
ever happens  to  be  in  the  area  with  some  amount  of  training  in 
health.    Usually  these  "natural  health  caretakers"  are  RN's  or 
LPN's  who  help  in  whatever  ways  they  can  with  the  health  problems 
of  their  neighbors. 

The  OWRC  Nursing  Project  identified  nine  physicianless 
communities,  located  an  RN  in  these  communities,  and  pro- 
vided for  a  more  formal  system  of  health  care  by:     (1)  pro- 
viding a  program  of  continuing  education  to  update  the 
nurses'  skills;      (2)  providing  medical  supplies  to  allow  them 
to  function  in  emergency  situations;   and  (3)  providing  a  retainer 
to  compensate  for  their  time  and  work. 

Each  Project  community  formed  a  non-profit  community 
corporation  to  provide  community  assistance  and  support 
for  the  community  nurse.    These  community  corporations 
contracted  with  CHP  and  have  the  responsibility  of  employing 
the  nurse  and  maintaining  the  program.    Liaisons  with  the 
nearest  physicians  were  established  to  facilitate  speedy 
referrals  and  access  to  sophisticated  treatment. 
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The  OWRC  Nursing  Project's  activities  are  for  the  most  part 
determined  through  a  cooperative  effort  between  each  nurse  and 
her  community  board.    Generally,  the  nurses  will  continue  pro- 
viding the  services  they  previously  did  informally — providing 
health  information,  referring  patients  to  neighboring  doctors, 
and  conducting  home  visits  to  monitor  the  progress  of  the  elderly 
and  infirm.    With  their  updated  training  and  equipment,  they  will 
now  also  be  able  to  conduct  screening  clinics,  act  as  a  health 
resource  for  medical  emergencies   (until  the  injured  can  be  sent 
to  a  physician),  contract  with  local  schools  for  providing  health 
services  to  school  children,  and  assess  health  conditions  to 
determine  what  further  kinds  of  health  care  might  be  needed  in 
their  community. 

At  this  time  there  are  nine  communities  funded,  six  of  which  are 
in  Eastern  Montana.    They  include:    Ashland  (Rosebud  County), 
Hysham  (Treasure  County) ,  Plevna   (Fallon  County) ,  Richey 
(Dawson  County) ,  Opheim  (Valley  County) ,  and  Saco  (Phillips 
County)  . 

This  type  of  project  is  initially  expensive,  but  will  only  require 
a  monthly  nurse's  salary  and  the  cost  of  replacing  disposable 
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supplies  as  the  project  continues.      It  is  estimated,    using   the 
OWRC  Project  as  a  model,    that  the  total  cost  for  such  a  project 
to  run  for   12  months   is  approximately  $9,000.00  per  nurse. 
This   includes  everything  from  the  cost  of  incorporating  the 
boards  to  the  cost  of  the  most  expensive  equipment. 

The  Glendive  Community  Hospital   Health  Rural    Initiative  Project 
(see  page  62),    which   is  aimed  at  providing  more  extensive  health 
services  to  rural  areas   in  Eastern  Montana,    will   utilize  these 
types  of  nurses  to  expand  health  services   in  underserved  areas. 
Four  more  nurses  will   be  funded  under  this  Project. 

Other  communities  wishing  to  undertake  such  a  program  could 
follow  the  model   set  up  by  the  OWRC  Nursing   Project  and  make 
appropriate  alterations  to  fit  their  community's  needs  and 
resources.      There  will   be  a  continuing  need  for  hospital  and 
nursing  home  based  nurses.      Many  facilities  are  understaffed 
at  this  time.      It  is  felt  that  enough  nurses  are  being  trained   in 
Montana  to  meet  the  need,    but  as  with  physicians,    there  is  a 
maldistribution  problem  which   is  compounded  by  the  high 
drop-out  rate  of  working  nurses.      There  is  also  a  need   for  more 
LPN's  who  can  relieve  some  of  the  work  currently  undertaken  by 
RN's.      No  LPN  training  program   is  offered   in  Eastern  Montana. 
The  nearest  programs  are  offered   in  Billings  and  Great  Falls. 
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c.  Physician  Extenders 

Physician  extenders  are  a  relatively  new  category  of  health  man- 
power that  have  emerged  to  provide  additional  assistance  to 
physicians  and  are  of  significant  importance  to  rural  areas  such 
as  Eastern  Montana.    Currently  there  are  two  basic  types  of 
physician  extenders  practicing  in  Montana — nurse  practitioners 
and  physician  assistants  (PA)  . 

Nurse  practitioners  are  RN's  who  have  received  additional 
training  to  enable  them  to  function  in  an  expanded  role.    This 
training  prepares  them  to  handle  a  variety  of  situations  including 
trauma  and  routine  primary  care.    Since  1972,  Montana  State 
University  at  Bozeman  has  offered  a  Family  Nurse  Practitioner 
Program  for  nurses  wishing  to  receive  this  additional  training. 
The  emphasis  of  the  training  is  for  nurses  who  will  practice 
in  rural  areas.    Of  the  first  11  nurses  who  graduated  from  the 
program,   8  have  chosen  to  practice  in  Montana. 

There  are  more  than  a  dozen  nurse  practitioners  practicing  in 
Montana  at  this  time.    Two  are  practicing  in  Eastern  Montana — 
one  in  Miles  City  and  one  in  Scobey. 

Most  nurse  practitioners  in  Montana  work  directly  with  a  physician, 
except  in  the  unique  situation  of  the  SOS  Health  Center  at  Seeley 
Lake. 
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In  1970,  the  residents  of  Seeley  Lake,  Ovando,  and  Swan  Lake, 
located  in  an  isolated  mountainous  region  some  sixty  miles  from 
the  nearest  physician,  joined  together  to  develop  a  health  center 
staffed  by  a  qualified  nurse  practitioner  to  provide  basic  health 
services  to  these  communities.    The  communities  sought  funding 
from  local  and  private  sources  to  get  the  project  off  the  ground. 
Although  the  nurse  is  not  directly  supervised  on  a  day-to-day 
basis,    (because  of  the  distance  involved) ,  she  maintains  close 
contact  with  the  nearest  physicians.    For  the  most  part,  she 
acts  as  the  primary  source  of  emergency  and  primary  health 
care  for  the  isolated  area.    The  project  is  in  its  fifth  year  and 
has  been  a  successful  alternative  for  health  care  for  the  Seeley 
Lake  area. 

Physician  assistants  come  from  a  variety  of  backgrounds,  but 
they  are  usually  ex-medical  corpsmen  who  have  received  addi- 
tional training  through  an  established  physician  assistant  train- 
ing program.    The  training  builds  on  their  past  emergency  treat- 
ment experience  to  expand  their  capability  to  handle  primary  care 
situations.    The  closest  physician  assistant  training  programs  are 
affiliated  with  the  medical  schools  at  the  University  of  Washington 
and  the  University  of  Utah. 
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There  are  two  physician  assistants  working  in  Eastern  Montana 
currently.    One  is  located  at  the  Glasgow  AFB  clinic  and  one  is 
working  in  Baker.*   As  a  relatively  new  source  of  manpower,  the 
impact  of  physician  assistants  in  Montana  is  limited  at  this  time. 
This  situation  will  continue  until  the  legal  status  of  PA's  is  clari- 
fied.   A  bill  which  would  have  regulated  the  utilization  of  PA's  and 
outlined  their  legal  limitations  was  killed  in  the  1974  legislative 
session.    The  failure  of  this  bill  clouds  the  legality  of  using  physi- 
cian assistants.    Until  such  time  as  legislation  is  passed,  physicians 
must  decide  whether  they  wish  to  utilize  this  source  of  health  man- 
power.    It  is  hoped  that  legislation  specifically  enabling  physicians 
to  use  PA's  will  be  introduced  and  passed  in  the  next  legislative 
session. 


Physician  extenders  are  potentially  important  to  Eastern  Montana 
for  a  number  of  reasons.    There  is  a  critical  health  manpower 
shortage  in  many  counties  in  the  area.    Physicians  in  rural  areas 
are  often  overworked,  and  attempts  to  recruit  additional  physicians 
to  the  area  have  not  been  entirely  successful.    A  physician  extender 
working  with  a  physician  can  handle  the  more  routine  cases,  leaving 
the  physician  free  to  devote  more  time  to  specialized  problems. 
Patients  can  have  greater  access  to  medical  attention  and  the  doctor 
can  have  more  time  to  devote  to  his  family,  to  further  study,  and  to 
his  patients. 


The  physician  assistant  in  Baker  will  be  leaving  with  Dr.  Weeks  in  June 
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At  this  time  there  is  only  one  physician  extender  in  Montana 
working  in  an  out-stationed  capacity,  and  this  is  the  nurse  in 
Seeley  Lake.     It  would  be  beneficial  to  many  isolated  physician- 
less  communities  if  a  single  physician  extender  or  a  physician 
extender-physician  team  could  travel  around  to  neighboring 
communities  on  a  regular  basis  to  provide  basic  care.    Physi- 
cian extenders  are  a  rather  new  phenomena  and  their  future 
uses  will  be  developed  through  the  working  relationship  that 
develops  between  the  extenders  and  their  physician.     In  an  area 
with  manpower  shortages,  physician  extenders  can  be  a  viable 
means  to  better  utilization  of  existing  physicians. 

d.  Dentists 

Table  10  is  an  inventory  of  dentists  in  Eastern  Montana  Counties. 
As  displayed  in  that  inventory,  there  are  currently  28  dentists 
practicing  in  the  Region — six  counties  presently  are  without 
dentists. 

On  a  Regional  basis,  each  dentist  must  serve  3,300  persons. 
The  national  persons-to-dentist  ratio  is  1:  1,720,  or  roughly  half 
of  the  Eastern  Montana  experience. 

e.  Allied  Health  Professionals 

Allied  health  professionals  are  often  overlooked  in  the  discussions 
of  the  health  care  delivery  system,  yet  they  provide  vital  services 
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TABLE  10 
EASTERN  MONTANA 
HEALTH  MANPOWER  INVENTORY 
DENTISTS 


Service 
Areas 


1973 
Population 


Number  of   Population 
Dentists    Per  Dentist 


Custer/Prairie 

13,300 

Daniels  * 

3,100 

Dawson/Wibaux 

12,300 

Fallon/Carter 

5,600 

Garfield/McCone 

4,600 

Phillips 

5,200 

Powder  River 

2,100 

Richland 

9,700 

Roosevelt** 

10,000 

Rosebud/Treasure 

7,700 

Sheridan 

5,500 

Valley 

13,300 

5 

2,660 

1 

3,100 

4 

3,075 

1 

5,600 

1 

4,600 

1 
0 
4.5 

5,200 

2,156 

1.5 

6,667 

1 

7,700 

3 

1,833 

5 

2,660 

REGIONAL  TOTAL 


92,400 


28 


3,300 


*  He  is  an  NHSC  dentist. 
**  There  are  two  Public  Health  Service  dentists  practicing 
in  Roosevelt  County. 
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which  greatly  contribute  to  the  total  well-being  of  Eastern  Montana's 
residents.    Their  services  act  as  a  complement  to  services  provided 
by  primary  care  professionals.     In  many  areas,  they  fill  in  gaps  in 
service  and  often  act  as  the  point  of  entry  into  the  health  care  deli- 
very system.    Without  the  services  they  provide,  Eastern  Montana's 
health  manpower  shortage  would  be  greatly  aggravated. 

There  will  be  an  increasing  need  for  many  categories  of  allied 
health  professionals  in  the  future  as  the  health  care  system  ex- 
pands to  meet  the  growing  needs  of  the  population  in  Eastern 

Montana.    Since  allied  services  are  varied  and  the  need  for  these 

- 

services  varies,  a  more  thorough  study  of  the  situation  is  required 
before  standards/goals,  immediate  needs  or  long-range  goals  can 
be  developed.    At  this  time  we  can  only  provide  an  inventory  of 
allied  health  professionals  (Table  11)  .    Further  work  must  be  done 
in  the  future  to  identify  needs  and  develop  recommendations  for  the 
optimum  utilization  of  these  professionals. 


2.      Standards  and/or  Goals 

Standards  for  future  health  manpower  availability  are  often  based 
on  population  per  health  professional   ratios,    using   national  and  state 
ratios  as  a  guide.      While  these   ratios  are  useful   for  comparison,    they 


, 


fail   to   reflect  geographic  considerations,    maldistribution  problems  or 
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a  small  community's  inability  to  attract  and  support  some  categories  of 
health  manpower.    The  Health  Planning  and  Coordinating  Committee  felt 
that  in  Eastern  Montana,  considering  the  extreme  weather  conditions, 
transportation  difficulties  and  the  sparse  population,  ratios  were  an 
inadequate  measure  of  the  need  for  health  manpower.    Rather  than  sepa- 
rating it  into  categories,  health  manpower  will  be  addressed  as  a  whole 
system  with  each  category  contributing  to  the  total  availability  of  primary 
and  emergency  health  services. 

The  health  manpower  goal   for  Eastern  Montana   is  to  provide  adequate 
access  to  primary  and  emergency  health  care  personnel   for  communities 
experiencing  health  manpower  shortages.      There  are  a  variety  of  man- 
power arrangements  which  can  fulfill  this  goal.     The  Planning  Com- 
mittee felt  that  alternatives  for  providing  health  manpower  to  Eastern 
Montana  should  be  outlined  so  that  local  communities  could  assess 
their  health  manpower  needs,   discuss  the  alternatives,    and  determine 
the  alternative  best  suited  to  the  community's  needs  and  resources 

3.  Alternatives 

Alternative  A  -   Physicians 

There   is    currently  an  unmet  need  for  physicians  in  Eastern 
Montana.    This  situation  will  continually  worsen  since  six  of 
the  48i  total  physicians  will  reach  retirement  age  over  the  next 
ten  years.    Recruitment  of  physicians  has  posed  problems  for 
Eastern  Montana  communities  in  the  past  for  a  number  of  reasons. 
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First,   the  recruitment  of  physicians  is  highly  competitive 
nationally.     Second,   communities  attempting  to  recruit  physi- 
cians often  lack  sophistication  in  recruitment  techniques.     And, 
finally,   the  sheer  distance  from  medical   schools  make  it  difficult 
for  Eastern  Montana  communities  to  communicate  with  potential 
applicants. 

It  has  been  suggested  that  the  best  long-term  strategy  for 
retaining  physicians  in  Montana  is  to  promote  greater  access 
to  medical  schools  for  native  Montana  students,   who  would 
be  more  likely  to  return  to  their  home  state  to  practice. 
Such  an  effort  demands  a  State-wide  approach,   and  the  State 
and  Areawide  Comprehensive  Health  Planning  Agencies  are 
working  together  to  promote  this  concept  through  support  of 
the  WICHE  and  WAMI  programs,   which  assist  young  Montanans 
in  professional  schools  and  offer  clinical  experience  in  rural 
areas  to  Montana  medical   students. 


The  Western   Interstate  Commission  for  Higher  Education    (WICHE) 
Student  Exchange  Program  is  an  arrangement  by  which  a  student 
from  a  state  without  a  school   in  the  professional  field  of  the 
student's  choice  is  certified  by  WICHE  and  is  subsidized  by  his 
home  state  for  each  year  of  education  at  such  a  professional  schoc 
in  one  of  the  13  WICHE  states.     The  student  must  meet  residency 
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requirements  for  WICHE  certification  and  preference  is  given 
to  students  who  have  accomplished  their  pre-professional   train- 
ing  in  Montana.      WICHE  does  not  give  the  student  assistance   in 
applying  for  or  gaining  admittance  to  the  professional   school   of 
his  choice.      This  he  must  do  on  his  own. 

While  the  WICHE  Student  Exchange  Program  has   not  totally  solved 
the  problem  of  availability  for  entrance  into  schools  of  medicine, 
dentistry,    veterinary  medicine,    dental   hygiene,    physical   therapy, 
occupational   therapy,    optometry  and  podiatry,    it  has  done  more 
than  any  other  program  to  date.      The  effectiveness  of  the  WICHE 
Program  is   limited  by  the  number  of  places  out-of-state  schools 
will   reserve  for  Montana  students,    and  this  may  be  the  beginning 
of  a  trend  toward   requiring  the  full  cost  of  instruction  for  WICHE 
students.      However,    this  program   is  unique  and  extremely   impor- 
tant to  the  State. 

Since  the  program  has  been  in  operation,    from   1953-54  through 
1973-74,    Montana  has  funded  a  total   of  1,315  student  years   in 
the  above  mentioned  health  education  fields.      The  financial   out- 
lay for  the  State  has  been   $2,809,634. 

The  amount  of  support  fees  transmitted  by  each  sending  State 
sponsoring  exchange  students  to  the  schools  admitting  the 
students  is  as  follows    (projections  indicate  that  these  costs 
will   increase  in  the  near  future): 
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Medicine  $5,000 

Dentistry  $4,000 

Veterinary  Medicine  $4,000 

Dental   Hygiene  $1,000 

Physical  Therapy  $1,200 

Occupational  Therapy  $1,200 


Optometry 
Podiatry 


$1,200 
$2,500 


per  student  year 

per  student  year 

per  student  year 

per  student  year 

+  clinical  fees 
per  student  year 

+  clinical   fees 
per  student  year 

per  student  year 

per  student  year 


The  WAMI   Program    (an  acronym  for  the  four  participating 
states    (Washington,   Alaska,    Montana  and   Idaho),    permits  states 
without  medical   schools  to  avoid  prohibitive  construction  costs 
by  using  already  existing  facilities    (in  our  State,    Montana  State 
University),   and  by  utilizing  community  physicians  as  medical 
faculty  for  varying  periods  of  time.      Students  are  permitted  to 
take  the  first  portions  of  their  medical  training  at  MSU,   and 
then  transfer  to  the  University  of  Washington  School   of  Medicine 
for  the  balance  of  their  basic  curriculum.     At  the  conclusion  of 
their  first  two  years,    the  students  receive  part  of  their  training 
at  UW  and  part  in   "community  clinical   units"   with  participating 
local   physicians   in  the  communities  where  the  physicians   live 
and  practice.      These  units  have  been  established  to  provide  non 
metropolitan  educational   experiences   in  primary  care  practice. 
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In  addition  to  the  WICHE  and  WAMI   Programs,    it  is  felt  that 
other  avenues  should  be  explored   relative  to  access  for  Montana 
students  to  schools  providing  education   in  primary  health  care 
centers.      The  would  entail   investigating  arrangements  for 
Montana   students  to  attend  professional   schools  outside  the  WICHE 
region.      Some  precedent  for  this  was  provided  by  the  passage  of 
the  Rural   Dental  Act  during  the   last  legislative  session  which  set 
up  an  arrangement  for  admission  for  Montana  dental   students  to 
the  University  of  Minnesota.* 

Other  methods  to  promote  medical  education  for  Montana  students 
are  also  being   investigated  by  the  State  and  Areawide  CHP 
Agencies,    such  as   "buying  slots"   in  neighboring  medical   schools 
and  promoting  the  establishment  of  additional   WAMI  Community 
Clinical   Units    (CCU)    in   Eastern  Montana.      Currently  there  are 
no  such  units   in  the  Region.      These  are   relatively  new   ideas 
which  will   not  yield  results  for  some  years,    so   it  is   important 
that  the  immediate  needs  for  physicians  be  addressed  through 
recruitment  of  physicians  from  outside  the  area. 


*  The  information  on  the  WICHE  and  WAMI  programs  was  taken  from  The  Montana 
State  Plan  for  Health,  August  1974,  Division  of  Comprehensive  Health  Planning, 
Department  of  Health  and  Environmental  Sciences,    pp.    85-86. 
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Physician  recruitment  is  a  monumental  task  which  demands  a 
lot  of  time  and  a  certain  amount  of  money  to  yield  favorable 
results.      There  is  no  sure-fire  method  to  guarantee  success, 
but  there  is  information  available  which  will  assist  communities 
in  outlining  a  recruitment  strategy.     The  Areawide  CHP  staff 
will   be   responsible  for  gathering  this  information,   disseminating 
the  information  to   interested  communities  and  assisting  commun- 
ities in  their  attempts  to  recruit  physicians. 

Another  source  of  recruiting  assistance  available  to  communities 
is  the  National   Health  Service  Corps    (NHSC)  .     As  discussed   in 
the  inventory,    this  Federal  program  assists  communities  in 
applying  for  shortage  area  designation  and  recruiting  physicians. 
The  community  is   required  to  offer  certain  assurances,    such  as 
office  space,   equipment  and  support  personnel.      The  Areawide 
CHP  Agency  can  direct  communities  wishing  to  explore  this 
alternative. 

Once  a  physician   is   recruited,   a   community's  work   is  not 
finished.     They  must  then  work  to  keep  the  physician   in  their 
community.      There  are  a  number  of  considerations  which  must 
be  addressed  to  prepare  for  a   lasting  relationship  between  the 
physician  and  the  community.     An  excerpt  from  the  Physician's 
Recruitment  Manual,    compiled  by  the  State  CHP  Agency,    sum- 
marizes the  situation   in  the  following  manner: 
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1.  The  days  of  solo  practice  in  an  isolated  area  are  gone.  It  is 
neither  in  the  best  interests  of  the  physician  or  his  practice  to  re- 
quire him/her  to  be  available  24  hours  a  day,  365  days  a  year. 
Make  provisions  for  time  off,  opportunities  to  attend  conferences 
and  continuing  education  events,  and  some  back  up  (ideally  a 
nurse  practitioner  or  physician's  assistant  working  with  the  phy- 
sician full-time),  and  arrange  for  some  interchange  with  other  phy- 
sician? nearby. 

2.  Consideration  should  be  given  to  people's  ability  to  pay  their 
bills,  and  if  this  is  a  problem,  something  should  be  devised  to  as- 
sure that  the  physician  does  not  bear  the  brunt  of  this. 

3.  A  physician's  wife  must  feel  at  home  in  the  community  and 
find  outlets  for  her  interests.  Do  what  you  can  to  accomplish  this. 

4.  The  recruitment  committee  might  wish  to  make  itself  available 
to  the  physician  as  a  sounding  board  so  that  they  are  aware  of 
any  dissatisfactions  as  soon  as  they  arise.  This  will  alao  assure 
the  physician  of  the  continued  interest  of  the  community.   * 


Communities  seeking  to   recruit  physicians  should  form  an 
active  recruitment  task  force  who  will   be   responsible  for 
thoroughly  investigating  recruitment  techniques,    carefully 
planning  a   recruitment  strategy  and  coordinating  the   recruit- 
ment effort. 

Physicians  are  urgently  needed   in  Eastern  Montana.      Every 
effort  should  be  made  by  the  Areawide  CHP  Council,    indi- 
vidual  communities  and  resident  physicians  to  attract  more 
physicians  to  practice  in  the  area. 


Source:      Physician's  Recruitment  Manual,    State  Comprehensive  Health   Planning 
Agency. 
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Alternative  B  -  Satellite  Physician  Services 
Some  communities  may  not  need  full-time  physician  coverage 
due  to  the  size  of  their  population.      One  method  for  such 
communities  to  provide  for  basic  health  services   is  to  contract 
with  a  physician,    hospital   or  group  of  physicians  to  provide 
part-time  health  services  on  a   regular  basis.      A  satellite 
system   involving  one  or  more  towns  could  be  developed  where- 
by a   physician  would  travel   to  various  communities  a  number 
of  times  a  month  to  see  patients.      The  travel  could  be  shared 
by  physicians  through  a  group  arrangement,    or  the  community 
could  contract  with  a  single  physician   in  a  neighboring  com- 
munity. 

The  advantages  to  this  type  of  arrangement  would  be  that 
physicianless  communities  could  establish  a  more  formal 
system  of  health  services  which  would  facilitate  a  speedy 
entrance   into  the  delivery  system  for  primary  and  emergency 
health  care  needs. 


A  model    is  being  developed  to  test  the  feasibility  of  one  form 
of  satellite  health  services  through  the  Glendive  Community 
Hospital   Rural   Health   Initiative  project.     This  project  proposes 
to  offer  services  to  outlying   rural  areas  on  a  regular  basis  througl 
the  use  of  traveling  physicians  and  other  health  professionals.      If 
successful,    this  model   could  be  expanded  or  duplicated   in  other 
areas  in  Eastern  Montana. 
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Alternative  C   -   Physician/Physician   Extender  Team 
The  problem  most  frequently  cited  by  physicians   leaving   rural 
practice  is  the   lack  of  backup  service.      Solo  rural   practitioners 
are  usually  greatly  overworked  and  are  singularly  responsible 
for  medical   services  for   large   populations  and  large  geographic 
areas.      It  is   important  that  they  be  provided  some  type  of 
medical   backup. 

One  method  to  provide  relief  is  to  develop  a  physician/physician 
extender  team.      As  discussed  earlier,    physician  extenders  can 
expand  a  single  physician's  capability  to  provide  services.      They 
can  ease  a  physician's  patient  load,    allowing  the  physician  more 
free  time  to  pursue  more  specialized  services,    further  training, 
and   leisure  activities. 

For  communities  which  have  a  physician  who   is  overworked, 
the  addition  of  a  physician  extender  could  be  discussed  as  an 
alternative  to  recruiting  another  doctor.      The  final  decision 
regarding  whether  to  use  a  physician  extender,    of  course, 
rests  with  the  physician. 

Communities   recruiting  one  or  more  physicians  may  want  to 
explore  the  possibility  of  recruiting  a   physician  extender  as  well. 
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Recruiting  a  physician  extender  would   involve  contacting 
regional  training  programs  such  as  those  offered  at  Montana 
State  University,   University  of  Utah,   and  University  of 
Washington  regarding  the  opportunities  for  physician  extenders 
in  the  area.     The  approval  and  assistance  of  the  physician   is 
mandatory  for  the  development  of  any  physician/physician 
extender  teams. 

A  physician/physician  extender  team  also  has  the  potential  of 
fitting   into  a  satellite  physician  service  system.     The  team 
could  contract  with  neighboring  towns  to  provide  basic  health 
services.      The  physician  would  then  have  the  necessary  assist- 
ance needed  to  more  effectively  provide  such  a  service. 

Alternative  D  -  Community  Health   Nurse 
Some  communities  cannot  support  a  physician  because  of 
minimal   population.      Yet  these  communities  are  sometimes 
located   in   isolated  areas  where  transportation  difficulties  often 
act  as  a  significant  barrier  to  the  receipt  of  basic  health  ser- 
vices.     Such  a  community  should  explore  the  possibility  of 
developing  a  community  nurse  project  similar  to  the  OWRC 
project  discussed   in  the  Nurses    section    (pp.  42)  . 
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A  nurse  in  the  community  may  already  be  providing  some 
health  services   informally.      Provisions  could  be  made  for 
updating  the  nurse's  education,   developing   liaisons  with  neigh- 
boring physicians,    purchasing  equipment  and  supplies,    esta- 
blishing an  office  and  providing  a  part-time  salary  for  the 
nurse. 

Generally,    the  nurses  will  continue  to  provide  services  they 
previously  did   informally,    i.e.,    providing  health   information, 
referring   patients  to  neighboring  doctors  and  conducting  home 
visits  to  monitor  the  progress  of  the    elderly  and   infirm  with 
the  updated  training  and  equipment,    the  nurses  may  conduct 
screening  clinics,    act  as  a  health  resource  in  medical  emer- 
gencies,   contract  with   local   schools  for  providing  health  ser- 
vices to  school  children,    and  assess  health  conditions  to  deter- 
mine what  further  kinds  of  health  care  might  be  needed   in 
their  community. 

The  community  health  nurse  could  become  a   recognized  source 
of  health  care,    and  by  developing  close  ties  with  neighboring 
physicians,    could  formalize  a  system  of  health  care  referral 
for  the  community.      A  community  with  a  community  health  nurse 
could  also  contract  for  part-time  physician   services  as  described 
under  Alternative  B.      The  nurse  could  assist  the  physician  while 
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he/she  is  working  in  the  community.  Office  space  and  supplies 
would  then  also  be  available  for  the  physician  to  use  while  ser- 
vicing the  area. 

Six  communities  in  Eastern  Montana  have  embarked  on  such  a 
project  with  assistance  from  the  State  CHP  Agency.      The  State 
CHP  staff,   Areawide  CHP  staff  and  the  project  communities  are 
a  source  of  information  and  assistance  for  those  communities 
interested   in  such  a  project. 

Alternative  E  -   Improving  Emergency  Medical   Services 
A  community  with  no  health  care  resources  should  develop 
their  emergency  medical  system  to  promote  better  access  to 
surrounding  resources.      Better  ambulance  services,    staffed 
with  trained  emergency  personnel,   would  greatly   improve  a 
community's  access  to  quality  health  care  services   in  times 
of  emergency. 

A  system  of  two-way  communication  with  the  nearest  hospital 
should  also  be  developed  to  better  facilitate  continuity  of 
emergency  care.      The   local   Emergency  Medical   Services 
Councils  and  the  State  Emergency  Medical  Services  Bureau 
can  offer  advice  and  assistance  to  any  community  wishing  to 
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improve  and  expand  their  emergency  medical   service  capa- 
bility.     For  further   information  regarding  emergency  services, 
see  the  Emergency  Medical   Services  sub-section  under  the 
Services  section    (p.  109). 

These  alternatives  are  not  all-inclusive.      Communities  have  different 
needs  and  resources  which  will   result  in  different  arrangements  for 
providing  primary  and  emergency  health  care  resources.      New 
developments  in  the  delivery  of  health  services  or  changes   in  the 
transportation  situation  could  add  or  subtract  alternatives.      These 
alternatives  are  presented  as  a  basis  for  discussion.      It  is  up  to 
each  community  seeking  to  solve  its  health  care  manpower  shortages 
to  consider  the  possible  alternatives  and  determine  an  appropriate 
method  to  address  the  need  for  primary  and  emergency  health  care 
services  for  their  community.      The  Areawide  Health  Planning  Council 
stands   ready  to  assist  communities   implement  these  chosen  alternatives 

Dentists 

The  public  is  becoming   increasingly  more  aware  of  the  need 
for  dental   services  as  part  of  basic  health  care  services.      Six 
counties   in  the  Eastern  Montana   region    (Carter,    Powder  River, 
Prairie,    Garfield,    Treasure  and  Wibaux)    do  not  have  any 
dentists.      The  entire  Region  averages  3,300  persons  per 
dentist,    compared  with   1,720  persons  per  dentist   nationally, 
indicating  an  apparent  need  for  more  dentists   in  the  area. 
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As  with  physicians,   the  training  of  Montana  students  is  one 
method  to  begin  to  address  Montana's  dentist  shortage.     The 
WICHE  program  provides  financial  assistance  to  Montana  students 
attending  dental   schools.     Continued  efforts  to  support  this 
program  and  to  expand  opportunities  for  Montana  students 
interested  in  dental  careers  will  continue  through  the  State 
and  Areawide  CHP  Agencies. 

Recruitment  techniques  outlined  for  physicians  also  apply  to 
dentists.      The  Areawide  CHP  staff  will   collect  dentist  recruit- 
ment material,    disseminate  the  material   to   interested  communi- 
ties,  and  provide  assistance  to  communities  attempting  to 
recruit  dentists. 

Future  developments   in  dentistry  and  further  study  of  dental 
manpower  shortages  may  contribute  additional  alternatives  for 
providing  basic  dental   care  to   rural  areas.     At  this  time,    the 
recruitment  of  more  dentists  to  Eastern  Montana  appears  to  be 
the  best  approach  to  reach  this  goal. 
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B.      Facilities 


Hospital 

a.  Inventory 

The  Eastern  Montana   Health  Service  Area   is  currently  served 
by   16  public  and  private  nonprofit  community  hospitals  and  one 
Veteran's  Administration  facility    (located   in  Miles  City).     The 
sixteen  community  hospitals  contain  551    beds  with  the   largest 
hospital,    Holy  Rosary,    accounting  for   120  or  22%  of  the  total. 
Of  the   remaining   facilities,    11   contain  30  beds  or   less.      Two  of 
the  facilities    (Garfield  County  and  Prairie  Community)    contain 
only  eight  beds.      The  following  hospital    construction  projects 
have  been  approved:      Frances  Mahon  Hospital    (Glasgow)    for 
56  beds    (12  beds   less  than  present);    Glasgow  Air  Force  Base 
Hospital   for   15  beds;    Roosevelt  Memorial   Hospital    (Culbertson) 
for   14  beds    (5  beds   less  than  present). 

Operating  trends  for  each  of  the  area's  hospitals  for  the   1965  to 
1974  period  are  included   immediately  following  this  section 
(Inventory  Tables,    pp.    i-xiii)  .      The  V.   A.    Hospital   has  been 
excluded  from  the  data  due  to  the  specialized  nature  of  its  patient 
base  and  its  exempt  status  from  the  Health  Planning  Council's 
review  and  comment  mechanism.     A  summary  of  the  V.A.    hospital/ 
nursing  home  operating  trends  are   included  as  Appendix  D. 
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The  distribution  of  hospital   beds  in  the  Region  has  not  signifi- 
cantly changed  since  1965    (see   Inventory  Tables,    pg.iii),    even 
though  the  area   experienced  a  10%  decline  in  the  number  of  beds 
(from  611   to  551)    during  the  period.      Due  to  the   lack  of  a  tertian 
care  center   in  the  Region    (Miles  City  serves  as  the  principal 
secondary  care  center),    the  bed/population   ratio    (60/10,000)    is 
significantly  lower  than  that  of  the  U.S.    as  a  whole    (90/10,000), 
but  is  reflective  of  the  state  ratio    (55/10,000). 

Hospital  admissions  data    (see  Inventory  Tables,    pg .    iv)   mirror 
the  recent  steady  decline  in  area  population.      The  admission 
rate  per  thousand  population,    however,    has  remained  fairly 
constant  from   1969  to  the  present  as  shown  below. 

Hospital  Admissions  per 
Year  1000  Population 

1969  191 

1970  199 

1971  196 

1972  196 

1973  186 

1974  189 

The  six  year  average  admission  rate   is   193/1,000  population. 
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As  admissions  have  declined   in   response  to  population  out- 
migration,    the  average  number  of  days  spent  in  the  hospital 
by  each  admitted   patient    (the  average   length  of  stay)    has 
also  declined  as  medical   techniques  and  technologies  have 
improved  and  emphasis   is  placed  on  treating  patients  on  an 
out-patient  basis.      The  data  on  the  table  shown  on  page  vii 
indicates  a  fairly  steady  decline  from   7.2  days  per  admission 
in   1969  to   5.8   in   1974.      This  trend   is  expected   to   continue  for 
the  near  term  as  utilization   review  committees   in   hospitals   in- 
crease utilization  of  outpatient  clinics,    and  the  potential  develop- 
ment of  health  maintenance  organizations    (HMO)    provide  additional 
economic   incentives  to  reduce   length  of  stay. 

The  combination  of  a  decline  in  admissions  together  with  a  con- 
tinued  reduction   in  average  length  of  stay  has  resulted   in  a 
significant  decrease    (19%)    in  the  number  of  hospital   patient  days 
utilized  by  the  Region's  population    (see  pg.    v)  .      Even  though 
the  number  of  hospital   beds  has  fallen  from   611    to   551,    occupancy 
of  those  beds  had  fallen  faster,    from   55.5%  of  all   beds  days  filled 
by  patients   in   1965  to  48.9%  filled   in   1974    (see  pg .    vi)  .      This 
means  that  on  any  given  day  over  half  of  the  hospital   beds   in 
Eastern  Montana  are  vacant    (or  filled  with  a  nursing  home  patient) 
in  those  facilities  which  are  combination  hospital/nursing  homes)  . 
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A  close  examination  of  the  table  on  page  vi   displaying  the  trends 
in  hospital  occupancy   reveals  that,   with  few  exceptions,    those 
service  areas  served  by  fewer  beds    (i.e.,    smaller  hospitals) 
suffer   lower  occupancy  than  those  served  by   large  institutions. 
The  vacancies  are  found  predominantly   in  beds  designated  as 
surgical,    maternity  and  pediatrics  as   is   indicated  below: 

REGIONAL  HOSPITAL  OCCUPANCY  BY 
CATEGORY  OF   INPATIENT  CARE 

Year  Medical  Surgical  Maternity  Pediatrics 


1972  85%  40%  24%  42 


o 


1973  ■    79%         *  23%         45% 

1974  70%        50%  25%         44% 

*  Insufficient  data. 

Source:      Tables  on  pages  viii,    ix  and  x. 

While  these  inpatient  categories  are  largely  ignored  by  smaller 
hospitals,  the  data  clearly  indicates  a  significant  over-capacity 
in  the  non-medical   bed  categories. 

The  remaining  tables  presented  at  the  end  of  this  section    (pages 
xi  through  xiv)    detail   the  trends  in  surgery,    outpatient  visits, 
laboratory  and  radiological   services  by  service     area.      Due  to  the 
incomplete  nature  of  the  data,    little  comprehensive  analysis  can 
be  presented.      Hopefully,    an   improved  data  collection  system  will 
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implemented  by  the  State  through  the  Areawide  Health   Planning 
Councils  which  will   result  in  more  complete  statistics.      The 
remaining  table    (found  on  page  xv)    displays  the   results  of  a 
patient  origin  study  covering  nine  of  the   16  county  hospitals 
and  the  V.A.    hospital.      The  study  was  undertaken   in   1970-71 
and  clearly  shows  that    virtually  all   patients  come  either  from 
Eastern  Montana  or  from  out-of-state    (probably  the  Dakotas  or 
relatives)  .      As  would  be  expected,    Holy   Rosary  serves  as  the 
principle  secondary  care  center  to  those   living   in  Districts  2  and  3 
Individuals  seeking  secondary  care   in  District  1   were   identified   in 
the  study  as  going  to  Havre,    Great  Falls  and  Billings. 

The   residents  of  the  northeastern  portion  of  Montana  have 
recently  shown  a  strong   indication  of  traveling  to  Mercy  Hospital 
in  Williston,    North  Dakota,    for  health  care  as   indicated  by  the 
following  figures: 


Total 

Admissions  fron 

n 

1967 

Admissions 
203 

Montana 

Percent 

Feb. 

8 

3.9 

Feb. 

1968 

270 

23 

8.2 

Feb. 

1969 

308 

23 

7.5 

Feb. 

1970 

343 

18 

5.3 

Feb. 

1971 

304 

29 

9.5 

Feb. 

1972 

262 

19 

7.3 

Feb. 

1973 

331 

53 

16.0 

Feb. 

1974 

446 

91 

20.4 
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b.         Standards  and/or  Goals 

The  usual  criteria  for  judging  the  adequacy  of  hospital  services 
in  an  area  is  bed  occupancy.  If  occupancy  is  low,  that  usually 
indicates  an  excess  supply  of  hospital   beds. 

While  various  studies  of  hospital   operations  have  suggested 
that  an  80%  overall  occupancy   rate   is  optimal    in  terms  of 
efficiency,    they  were  usually  based  on   larger    (100+  beds) 
urban  hospitals.      In   rural,    isolated  areas   like  Eastern  Montana 
which  contain  numerous  small,    church  or  county-supported 
facilities,    efficiency  considerations  must  be  offset  in  part  by 
consideration  of  access,    unique  peak   loading  problems,    and 
consumer  willingness  to  subsidize  less  than  optimal   facilities. 
After  due  consideration  to  these  major  tradeoffs,    the  Health 
Planning  and  Coordinating  Committee  recommended  a  standard 
of  70%  occupancy  be  used  to  evaluate  the   immediate  and  future 
needs  for  hospital   beds  and  support  and  ancillary  facilities. 

Two  additional   planning  assumptions  covering  the  hospital 
admission  rate  per  thousand  population  and  the  average   length 
of  stay  were  required  prior  to  estimating  hospital   need.     As 
indicated  above,    the  admission   rate  has  fluctuated  between 
189  admissions  per  thousand    (1974)    and   199  per  thousand 
(1970)    since   1969    (see  table  on  page  70). 
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After  examining  the  historical  data  presented  above  and   in  the 
table  on  page  iv,    the  Planning  Committee  concluded  that  the 
admission  rate  would   remain   relatively  stable  throughout  the 
10-year  planning   period  at  approximately   192  admissions  per 
thousand  population.      This  assumption   infers  that  any  major 
decline  in  the  admission   rate  caused  by   increased  outpatient 
emphasis  and  HMO  activity  will   be  offset  by   increased  hospital 
pressure  generated  by  National   Health   Insurance  and  advances 
in  secondary  care  capacity  by  hospitals   in  the  Region. 

Consideration  of  the  historical  decreases   in  average   length  of 
stay    (see   Inventory  Tables,    pg.    vii),    caused   in  part  by   imple- 
mentation of  hospital   utilization   review  committees  and  third  party 
payor  pressure,    led  the  Committee  to  conclude  that  it  would 
continue  to  diminish,    leveling  off  at  approximately  five  days  per 
admission  prior  to   1985.      An   immediate  decline  from  the   1974 
figure  of  5.8  to  an  estimated   5.57  days  per  admission  forecasted 
for   1975  was   reflective  of  the  average  decline  since   1970. 

c.  Immediate  Needs 

Projections  for   immediate  needs    (1975)    are  based  on  the  popu- 
lation forecasts  generated   in  the  Demographic  section    (pg.    32) 
and  the  various  standards  and  planning  assumptions   indicated 
above.      The  immediate    (and   long   range)    needs  were  calculated 
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for  each  of  the  three  Governor's  m u I ti -county  planning  districts 
comprising   Eastern  Montana.      However,    because  the  data  were 
arranged  by  service  area,    Prairie  County    (population  2,000), 
which   is  officially  located   in  District  2,   was   included   in  Dis- 
trict 3  because  it  is  identified  as  part  of  the  Custer  County  ser- 
vice area.      The   impact  of  this  exception   is  minimal  due  to 
Prairie  County's  small   population.     The  following  table    (Table  12) 
arrays  the  immediate  need  for  hospital  beds    (and  hence   related 
services)    in  Eastern  Montana. 

As  indicated   in  Table  12,    given  the  Region's  estimated   1975 
population  and  the  planning  assumptions  covering  admission 
rates,    average  length  of  stay  and  standard  of  70%  occupancy, 
the  Region  still  contains  30%   (163  beds)    more  beds  than   required 
to  handle  the  98,370  patient  days  projected  to  be  generated   in 
the  Region.      District  2,    with  a  22%  bed  surplus,    contains  the 
fewest  excess  beds,    while  the  remaining  two  districts  are  equally 
over-bedded.      Therefore,    no  further  hospital   expansion   in  the 
Region  should  take  place  unless  there  are  concommitant  reduc- 
tions  in  the  number  of  existing  beds. 

d.  Long  Term  Objectives 

Utilizing  the  same  methodology  together  with  the   1985  planning 
assumptions  and  population  forecasts  developed  by  the  Planning 
Committee,   Table  13  reflects  the   long   range  hospital  bed  needs. 
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Again,    given  the  Region's  planning  assumptions  and  forecasts 
for  the   10-year   planning   horizons    (1985),    the  area   still   has 
more  than  adequate  hospital   bed  and  service  coverage. 
A  tremendous   influx  of  population  would  be   required  to 
justify  the  97  bed  surplus,    and  even   if  that  were  to  occur, 
the  region's  bed  occupancy   rate  would  then  be  70%,    leaving 
a   30%  cushion.      Hospitals   in  District  2,    especially  those   in 
Sidney  and  Glendive,    should  be  operating  at  a  high   rate  of 
occupancy.      The   remaining  districts  will   still  contain  a  20% 
excess   in  beds. 

These  projected  surpluses  do  not  mean  that  hospital   bed 
replacement  construction  should  not  be  allowed.      Rather, 
those  hospitals  wishing  to  modernize  facilities  should  do 
so  either  with  fewer  beds  or  seek  mergers  with  other 
neighboring  facilities  which  agree  to  close  down  beds  prior 
to  their    being  given  approval. 

In  summary,    the  Region  suffers  from  a  significant  surplus  of 
hospital   beds  which  should  continue  past  1985.      Efforts  should 
be  made  to  reduce  this  surplus  as  soon  as  reasonably  possible. 
While  the  final  choice   is  obviously  that  of  the  various  communities, 
counties,   and  religious  orders   involved,    continued  pressure  to 
ease  this  situation    (and  thereby  reduce  the  cost  of  providing 
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inpatient  medical  care  to  the  consumer)    will   be  generated  by  CHP 
and  private  and  public  third  party  payors.      The  following 
section  provides  some  alternatives  which  should  be  explored 
to  rectify  the  situation. 

Alternatives 

1 .        Continued  Subsidization  of  the  Status  Quo 
Communities,   counties  and  religious  orders  can  continue 
to  subsidize  the  existing  surplus  of  beds.      It  is   impor- 
tant to  note  that  the  cost  of  subsidization  will   probably 
increase  as  facilities  age,    utilization  declines  and  third 
party  payors  become  more  reluctant  to  certify  for  reim- 
bursement.    Attrition  will   significantly   impact  on  the 
smaller  facilities  over  the  10-year  planning   period,    result- 
ing  in  a  partial   solution  to  the  problem,    providing  that 
status  quo  replacement  facilities  are  not  approved  for 
construction. 


2.        Reclassification  of  Hospital    Beds   into  Nursing 
Home  Beds 

This  alternative  involves  shifting  surplus  hospital   beds 
into  nursing  home  bed  status  to  meet  the  anticipated  future 
demand  for  such  facilities    (see  next  section).      Some  or  all 
of  a  facility's  beds  could  be  reclassified,    permitting   reduc- 
tion in  staff  requirements  and   increases   in  occupancy  which 
should   reduce  or  eliminate  any  existing  subsidization. 
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Both  the  State  and  Federal  governments  are  currently 
seeking  ways  to  assist  facilities   in  undertaking  this  type 
of  transformation. 

3.  Develop  Satellite  Systems 

This  option  would   involve  eliminating  most  or  all  of  a 
smaller  hospital's  beds  and  turning  the  facility   into  a 
satellite  out-patient  clinic  with  perhaps  minimal   stay 
beds.      The  smaller  facility  would  then  formally  align 
itself  with  one    (or  more)    of  the  Region's   larger  hospitals 
who  would  provide   in-patient  back-up  and   personnel   sup- 
port services.      This  system  would  easily  be  merged  with 
the   reclassification  alternative  mentioned  above. 

4.  Close  Hospital   Facilities  and   Improve  Emergency 
Medical   System 

Obviously,    this   is  the  most  expeditious  method  of  eliminating 
surplus  beds.      In  those  communities  containing  facilities 
with  continually  declining  demand  and  mounting   subsidy 
requirements  but  lacking  a   long  term  debt,    this  option   is 
the  most  practical.      Realization  of  that  fact,    however,    can 
often  be  clouded  by  emotion,    which  eliminates  this  alterna- 
tive before  it  is  duly  considered.      Any  assessment  should 
begin  with  this  option  and   its  advantages  and  disadvantages 
explored   in   light  of  the  community's  needs  and  the  other 
alternatives. 
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Long  Term   Nursing  Care 
a.        Inventory 

The  region's  supply  of  nursing  home  beds  has  grown  signifi- 
cantly over  the   last  six  years,    in  spite  of  the   leveling  off  of 
population  growth.      The  15  nursing  homes  serving  the  area 
supply  a  total  of  665  beds   in  all    levels  of  care  categories.      The 
following  nine  facilities  are  combination  hospitals  and   long  term 
care  facilities. 


Facility 

Fallon  Memorial    (Baker) 
Dahl   Memorial    (Ekalaka) 
Rosebud  Community    (Forsyth) 
Glendive  Community    (Glendive) 
Garfield  County    (Jordan) 
Sheridan  Memorial    (Plentywood) 
Poplar  Community      (Poplar) 
Daniels  Memorial    (Scobey) 
Prairie  Community    (Terry) 
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Virtually  all  of  these  consolidated  facilities  are   located   in  the 
smaller   rural   towns    (with  the  exception  of  Glendive),   averaging 
only  26  beds    (compared  to  an  average  of  42  beds  for  all   the 
Region's  nursing  care  facilities).      They  account  for  36%  of  the 
existing  supply  of  beds. 
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No. 

Hosp 

tal 

No. 

Nursing 

Beds 

Care  Beds 
32 

19 

16 

21 

26 

39 

1 

46 

49 

8 

12 

) 

26 

33 

22 

20 

20 

19 

8 

12 

Historical   trend  data  inventorying  beds,    admissions,    patient 
days,   and  occupancy  are  presented  on  pages  xvii-xxx,    immed- 
iately following  this  section.     While  the  data  covers  the   1965, 
1969-74  period,    due  to  changes   in   licensure  procedure,    only 
those  data  presented  for   1971   to  the  present  can  safely  be  used 
for  trend  analysis  relating  to  the  various   levels  of  care. 

As  mentioned  above,    the  supply  of  nursing  home  beds   increased 
77%  from   1969  to  the  present,    while  population  declined   in  the 
region.      With  the  recent  approval   of  the  following  bed  addi- 
tions,   the  total   bed  supply  could   reach   883  by   1976. 

Facility                                                                                  No.  of  Beds 

Valley  View  Nursing  Home    (Glasgow)  32 

McCone  County  Nursing   Home    (Circle)  40 

Daniels  Memorial   Nursing  Home    (Scobey)  40 

Wibaux  County  Nursing  Home    (Wibaux)  40 

Roosevelt  Memorial   Nursing  Home    (Culbertson)  40 

Glendive  Community  Nursing  Home    (Clendive)  26 

218 

The   level  of  service  bed  mix    (i.e.,    percentage  of  skilled, 
intermediate  A  and  intermediate  B)    has   remained  virtually 
unchanged  since   1971   when  those  classifications  were  instituted 
and  data  were  subsequently  collected  by  the  State  and  Federal 
government    (see  table  on  page   xix)  . 
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As  indicated   in  the  table  on  page  xxiv,    the  number  of  patient 
days  demanded   in  the  Region  has  continued  to  soar,    increasing 
111%  since   1970.      It  should  be  noted  that  nursing  home  admis- 
sion data  are   less  helpful   than  corresponding  hospital   admis- 
sion data  because  average  patient  stay   is  about  three  years  for 
nursing  home  patients  as  opposed  to  5.8  days  for  hospitals    (see 
Nursing   Home  Profile,    page   xxx)  .    Therefore,    when  a  patient 
is  admitted  to  a  nursing  home,    the  bed  occupied  will   not  be 
be  available  for  that  three-year  period  of  time.      Hence,    the 
factor  most  significant  is  the  percentage  of  the  population  which 
will  occupy  these  beds   in  any  given  year.      Furthermore,    since 
the  primary  market  for  such  a  facility   is   largely  concentrated   in 
the  65-year  and  older  age  cohort,    the  growth  of  that  cohort  and  th< 
increase   in  the  use  rate  become  the  key  variables  for  forecasting 
future  nursing  home  bed   requirements. 

From  the  data  collected  by  the  Areawide  Health  Planning  Council 
in  January  1975  from  nursing  home  facilities    (see  profile  data, 
pages    xxix-xxx);     together  with  the  various  trend  data,    it  was 
possible  to  determine  that  approximately  6.5%  of  the  65  and  older 
population   in  the  Region  are  currently   in  nursing  home  facilities 
(note:      a  small   number  of  patients  are  younger  than  65  years 
and  suffer  from  mental   retardation  or  multiple  sclerosis  which 
caused  them  to  be   institutionalized.     An  adjustment  factor  for  this 
component  of  demand  was   included   in  the  6.5%). 
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Historical  occupancy  rates,   as   reflected   in  the  table  on  page 
xxviii,  clearly  reflects  tremendous  utilization  of  existing  facilities. 
Based  on  the  January  survey,    the  current  occupancy  rate  appears 
to  be  97%,    indicating  that  642  patients  are  filling  the  665  beds 
available.      Of  equal   significance  is  the  fact  that  there  appears 
to  be   low  utilization    (53%  occupancy)    of  skilled   nursing  beds  by 
skilled  patients,    but  over-utilization  of  available   intermediate  A 
beds    (130%  occupancy),    indicating  that  a  significant  number  of 
skilled  beds,   approximately  74,    are  being  used  for  patients 
requiring  a   lower   level  of  care.     A  more  realistic  distribution 
of  beds,    based  on  existing  use,    would  be: 

Skilled 

Intermediate  A 

Intermediate  B 

100% 

b.         Standards  and/or  Coals 

Again,    the  optimal  standard  for  nursing  home  operation  is 
usually  reflected  by  a  target  occupancy   rate.      Due  to  the 
longer   length  of  stay,    lower  turnover  and  stability  of  demand 
(i.e.,    fewer  peak   loading  problems  caused  by  epidemics,    etc.), 
desired  occupancy  is  significantly  higher  than  is  used  for  hos- 
pitals.     Most  authorities  agree  that  a  90%  occupancy   rate  will 
generate  an  optimal   utilization  of  a  nursing  home. 


44% 

48% 

8% 
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c.  Immediate  Needs 

Again,    the  important  criteria  for  need   involves  what  percentage 
of  an  area's  elderly   is  going  to  require  institutionalization  for 
any  given  year.      Based  on  the  existing  data  for  Eastern  Montana, 
it  appears  that  the  current  rate  is  6.5%  of  those  65+.     That  rate 
appears  to  be  growing  as  the   result  of  the  increasingly  greater 
percentage  of  elderly    (or  their  families)    demanding  care  or  due 
to  past  shortages  of  beds,   which  forced  people  to  either  go  to 
other  areas  for  care  or  to  be  taken  care  of  at  home.      Thus,    the 
use  rate  could  be  greater  than  6.5%  had  there  been  available  beds 
The  patient  origin  data  collected  by  the   North  Central   Health 
Planning  Council   in  December   1974    (pp.  xxxi-xxxiii)  indicated 
a  significant  number  of  nursing  home  patients  who  originated   in 
Eastern  Montana,    but  were  currently   in  nursing  homes  along  the 
High   Line.      Unfortunately,    similar  data  from  the  South  Central 
(Billings)  area  are  not  available  to  better  quantify  the  magnitude 
of  exported  demand. 

The  following  table    (Table   14)    indicates  the  immediate  need  for 
nursing  home  beds  by  planning  district    (again,    Prairie  County 
is   included   in  District  3)    for   1975.      The  6.5%  use  rate  was  used 
and  the  projected  65+  population  was  based  on  the  demographic 
analysis  described  in  Section   II   above,    together  with  the  90% 
occupancy  standard.      Level  of  care  disaggregations  of  need  were 
based  on  the  historical   use  proportions:    44%  skilled,    48%  inter- 
mediate A  and  8%  intermediate  B. 
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As  reflected   in  the    preceding    table,    there  currently  exists 
an  overall   need  of  52  additional   nursing  home  beds  in  the 
Region.      Districts   1   and  2  show  significant  deficits  while 
District  3  currently  is  over-bedded,    especially   in  skilled 
beds.      The  approved  addition  of  218  beds  will   more  than 
satisfy  the  deficits  and  generate  a   166  bed  surplus   if  all 
those  projects  are  successfully  accomplished. 

d.      Long  Term  Objectives 

Similar  calculations  were  done  for   1980  and   1985  and  are  pre- 
sented  in  the  following  two  tables    (Tables   15  and   16).      The  use 
rate  assumption  was   increased  from  6.5%  to  7.0%  in   1980  and 
7.5%  in   1985  to   reflect  previously  suppressed  demand  and   increas- 
ing acceptance  of  nursing  home  care  by  the  Region's   residents. 
As  shown,    significant  deficits  begin  to  occur  in   1980  and   in- 
crease dramatically  by   1985.      These  bed  deficits  appear  to  furnish 
a   reservoir  of  needed  nursing  home  beds  which  should   induce 
over-bedded  hospitals   into  seriously  considering  shifting  all  or 
a  greater  number  of  their  beds   into  nursing  home  use. 
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Inventory  Tables 
Acute  Care 
and 
Long  Term  Care  Facilities 


ACUTE  CARE   FACILITIES 


TABLES:       INVENTORY  OF   EASTERN   MONTANA 
ACUTE  CARE  AND   LONG  TERM   CARE   FACILITIES 

ACUTE  CARE   FACILITIES— 
TRENDS   IN: 

Number  of  Hospital    Beds  by  Service  Area Hi 

Number  of  Hospital  Admissions  by  Service  Area iv 

Number  of  Hospital    Patient  Days  by  Service  Area v 

Hospital   Occupancy  by  Service  Area vi 

Hospital  Average  Length  of  Stay    (Days)    by  Service  Area     ....     va 

Number  of  Hospital   Beds  by  Service  Area 

by  Categories  of  Inpatient  Care viii 

Number  of  Hospital  Admissions  by  Service  Area 

by  Categories  of  Inpatient  Care ix 

Number  of  Hospital   Patient  Days  by  Service  Area 

by  Categories  of  Inpatient  Care x 

Number  of  Hospital   Surgical   Procedures  by  Service  Area xi 

Number  of  Hospital   Outpatient  Visits  by  Service  Area xii 

Number  of  Hospital   Laboratory  Services  by  Service  Area xiii 

Number  of  Hospital    Radiology  Services  by  Service  Area xiv 

PROFILE: 

Patient  Origin  Study. xv 

LONG   TERM   CARE   FACILITIES— 

TRENDS   IN: 

Number  of  Nursing   Home  Beds  by  Service  Area xvii    -    xix 

Number  of  Nursing  Home  Admissions  by  Service  Area  •    •    •     xx    -    xxii 

Number  of  Nursing   Home  Patient  Days 

by  Service  Area  and   Bed  Type xxiii    -    xxv 

Nursing   Home  Occupancy  Rates  by  Service  Area 

and   Bed  Type xxvi    -    xxviii 

PROFILE: 

Patients,    Sex,   Age,    Length  of  Stay    (January   1975)     ....  xxix    -    xxx 

Patient  Origin xxi    -    xxxiii 


EXPLANATORY  NOTE 

The  data  displayed   in  the  accompanying  facilities  tables  were  derived  from  data 
collected  by  Montana  State  Department  of  Health  and  Environmental   Sciences, 
Hospital   and  Medical   Facilities  Division,    and  a  survey  of  facilities  conducted  by 
John  Short  &  Associates,    Inc.,    January   1975. 

Service  areas  containing  combination  hospital  and  nursing  home  facilities  are: 
Custer/Prairie  Counties,    Daniels  County,    Dawson/Wibaux  Counties,    Fallon/Carter 
Counties,   Garfield/McCone  Counties,    Rosebud/Treasure  Counties,    Sheridan  County 
and  Roosevelt  County.      Inconsistencies   in  the  data  have  been   introduced  by  the 
failure  to  report  facilities  separately;    for  example,    a  nursing  home  bed  might  serve 
as  a  temporary  hospital   bed. 

Facilities  that  have  received  project  approval  are: 


Roosevelt  Memorial    Hospital    (Culbertson)  14  beds 

Frances  Mahon  Hospital    (Glasgow)  56  beds 

Glasgow  Air  Force  Base  15  beds 

Valley  View  Nursing   Home    (Glasgow)  32  beds 

McCone  County   Nursing  Home    (Circle)  40  beds 

Daniels  Memorial   Nursing  Home    (Scobey)  40  beds 

Wibaux  County  Nursing   Home    (Wibaux)  40  beds 

Roosevelt  Memorial   Nursing  Home    (Culbertson)  40  beds 

Glendive  Community  Nursing  Home    (Glendive)  26  beds 

If  data   were  not  available,    it  has  been   indicated   in  the  tables  as    "N/A".      An 
infinite  rate    (e.g.,    from  no  beds  to  many,    or  patient  usage  of  zero  beds)    is 
shown  as  double  dash    (  —   )  . 
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PATIENT  ORIGIN 
NURSING   HOMES,    EASTERN   MONTANA 
JANUARY,    1975 


No,    Reported  Origin 
Montana  Out 
of 
State 


Montana  Origin 


County  of        County  other 
N.H.    Loc.        than   N.H.    Loc. 


No.        %  No.  % 


Carter  County 
Dahl  Memorial 

Custer  County 

Custer  County  Rest  Home 
Friendship  Villa 
V.A.    Nursing   Home 

Daniels  County 

Daniels  Memorial   Nursing   Home 


16 


92 
53 
17 


31 


12 

13 
4 


10 

62.5 

6 

37.5 

77 

83.7 

15 

16.3 

30 

56.9 

23 

43.4 

3 

18.0 

14 

82.0 

31 

100.0 

0 

0 

Dawson  County 

Glendive  Community   Nursing   Home      48 


41        85.4  7  14.6 


Fallon  County 

Fallon  Memorial   Hosp.    S  Nrsg. 


25 


18        72.0  7  28.0 


Garfield  County 

Garfield  Co.    Home  5  Hosp.   Assoc.       10 


9       90.0  1  10.0 


McCone  County 


Phillips  County 

Malta   Nursing   Home 


33 


25        75.8  8  24.2 


Powder   River  County 


Prairie  County 

Prairie  Community  Hospital 


10 


10     100.0 


Richland  County 

Richland  Homes,    Inc. 


82 


61        74.4  21  25.6 


Roosevelt  County 

Community  Hosp.    Nursing   Home 
Faith  Lutheran  Retirement  Home 


16 

0 

14 

87.4 

2 

12.6 

58 

2 

35 

60.0 

23 

40.0 

Rosebud  County 

Rosebud  Community  Nrsg.    Home 


37 


30       81.1 


18.9 


Sheridan  County 

Sheridan  Memorial   Nursing  Home 


34 


33       97.7  1 


3.0 


Treasure  County 


Valley  County 

Valley  View  Home 


57 


51        89.5 


10.5 


Wibaux  County 


TOTAL  FOR   REGION 


619 


48 


478       77.0 


141 


23.0 


Source:      John  Short  5  Associates,  Inc. ,    Nursing  Home  Survey, 
January,    1975 
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C.     Services 

This  section  analyzes  the  health  services  component  of  Eastern  Montana's 
health  care  delivery  system,    focusing  on  public  health,    emergency  medical 
services,    alcoholism/drug  abuse  and  mental   health. 

1.  Public  Health 

a.        Inventory 

Public  health  seeks  to  promote  and  protect  the  health  of  its 
citizenry.      The  World  Health  Organization  defines  health  as 
a   state  of  complete  physical,    mental   and  social   well-being, 
not  merely  the  absence  of  disease. 

Local   public  health  departments  are  concerned  with  providing 
three  major  health  services:      community,    preventative,    and 
environmental.      Regarding  community  health  services,    it  is 
the  function  of  the   local   public  health  department  to  act  as  the 
diagnostician  of  the  community  as  a  whole.      Preventative  ser- 
vices place  a  major  emphasis  on  early  detection  and  treatment 
for  purposes  of  primary  prevention,    health  maintenance  and 
health  promotion.      Health,    safety,    comfort  and  well-being  are 
the  objectives  of  environmental   health  services.      Air  and  water 
pollution  control,    solid  waste  disposal  and  food  and  drug  con- 
trol are  some  of  the  state  environmental   programs  which  are 
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carried  out  at  the   local    level.      In  Eastern  Montana  these  services 
are  mainly  carried  out  by  health  officers,    community    (public 
health)    nurses  and  sanitarians. 

Presently  there  are  only  three  counties  in  the  State    (Cascade, 
Missoula  and   Lewis  and  Clark)    which  offer  a  full   range  of  public 
health  services   in  an  organized  and  coordinated  public  health 
department,    according  to  the  House  Joint  Resolution   18    (HJR   18) 
Study  Committee  which  studied   local   public  health  services   in 
Montana.      No  such  unit  exists   in  Eastern  Montana. 

There  seems  to  be  a  general    lack  of  awareness  and/or  miscon- 
ceptions about  public  health  on  the  part  of  the  public  and  even 
some  professionals.      Public  or  community  health  services  are 
not  only  for  the  poor.      Vision  and  hearing  screening,    immuzi- 
zations  and  sanitarian  services  relating  to  water,    milk  and  food 
supplies  protect  everyone.      Only  a  fraction  of  the  services  are 
chiefly  offered  to  low-income  persons.      Another  misconception 
is  that  health  departments  are  concerned  only  with  communicable 
disease  control.      They  are  concerned  with  all   aspects  of  com- 
munity well-being.     A  commitment  to  cooperation   rather  than 
competition  between  public  health  departments  and  private  medi- 
cine is  necessary  toward  the  maintenance  of  health;    they  each 
have  needed  services  to  offer. 
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A  fourth  misconception  about  public  health   is  that   local 
departments  and  health  officers  have  the  power  to  enforce 
State  health   laws  and   regulations;    a   local   department  can 
only   recommend  enforcement  procedures  to  the  State  Depart- 
ment of  Health  and  Environmental   Sciences  or  to  the   local 
county  attorney. 

There  are  currently   10.5  public  health  nurses  serving  twelve 
of  the  seventeen  counties.      Nine  are  full-time  public  health 
nurses  and  three  are  part-time  public  health  nurses   in  the 
region.      Five  counties    (Carter,    Daniels,    Fallon,    Prairie  and 
Treasure)    have  no  community  nursing   services.      Tables   17, 
18  and   19   list  the  public  health  nurses   in   Eastern  Montana. 

Three  family  planning  clinics  operate   in  three  counties:      Custer, 
Dawson  and   Phillips.      At  the  present  time,    only  one  home  health 
agency  exists  in  Eastern  Montana,    and  this   is   in   Richland  County. 
Although  the  community  nurses  most  often  do  the  school   nursing, 
Dawson  County  has  a  full-time  school   nurse  and  Valley  County 
(Opheim)    has  a  school   nurse  two  days  per  week.      Map   II   shows 
all   nursing   services    (exclusive  of  facility  and  office  based  nurses) 
available  to  Eastern  Montanans. 
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TABLE  17 

PUBLIC  HEALTH  NURSE  INVENTORY  BY  COUNTY 
EASTERN  MONTANA 


1973 

COUNTY 

POPULATION 

Carter 

1,800 

Custer 

11,300 

Daniels 

3,100 

Dawson 

10,900 

Fallon 

3,800 

Garfield 

1,800 

McCone 

2,800 

Phillips 

5,200 

Powder  River 

2,100 

Prairie 

2,000 

Richland 

9,700 

Roosevelt** 

10,000 

Rosebud** 

6,600 

Sheridan 

5,500 

Treasure 

1,100 

Valley 

13,300 

Wibaux 

1,400 

REGIONAL  TOTAL 

92.400 

NUMBER  OF 

P.H. 
NURSES 


.5* 
.5* 


.5* 


POPULATK 

PER 
P.H.  NURS 


11,300 


10,900 


10.5 


5,200 
2,100 

9,700 

10,000 

6,600 

5,500 

13,300 

8,800 


*  .5  refers  to  part-time  public  health  nurse 

**Indian  reservations  in  Roosevelt  and  Rosebud  Counties  are  also 
served  by  Indian  Health  Service 
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TABLE  18 


PUBLIC  HEALTH  NURSE  INVENTORY  BY  SERVICE  AREA 
EASTERN  MONTANA 


SERVICE  AREA 

Custer/Prairie 

Daniels 

Dawson/Wibaux 

Fallon/Carter 

Garf ield/McCone 

Phillips 

Powder  River 

Richland 

Roosevelt 

Rosebud /Treasure 

Sheridan 

Valley 

REGIONAL  TOTAL 


1973 

POPULATION 


NUMBER  OF 
PUBLIC  HEALTH  NURSES 


POPULATION 
PER  P.H. 
NURSES 


16,800 

1 

16,800 

3,600 

15,600 

1.5 

10,400 

6,200 

6,900 

1 

6,900 

5,900 

1 

5,900 

2,100 

1 

2,100 

12,500 

1 

12,500 

12,700 

1 

12,700 

12,100 

1 

12,100 

6,200 

1 

6,200 

18,900 

1 

18,900 

92,400 


10.5 


8,800 


TABLE 

19 

PUBLIC 

HEALTH  NURSE  INVENTORY 
EASTERN  MONTANA 

BY  DISTRICT 

DISTRICT 

1973 
POPULATION 

NUMBER  OF 
PUBLIC  HEALTH  NURSES 

POPULATION 
PER  P.H. 
NURSES 

District  1 

37,100 

4 

9,275 

District  2 

28,600 

3.5 

8,171 

District  3 

26,700 

3 

8,900 

REGIONAL 

TOTAL 

92,400 

10.5 

8,800 
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MAP  II 


NURSING 
SERVICES 
AVAILABLE  IN 
EASTERN  MONTANA 
Legend; 


Full  time    publiq 
health    nurse 

OPart    time    publi 
health    nurse 


Home-Health    Agency 
J  School    Nurse 
•  OWRC    Project    Nurses 
A  Family    Planning    Clinic 
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In  Region   I   as  a  whole,    there  is  one  public  health  nurse  for 
every  8,800  persons.      The   ratio  recommended  by  the  HJR   18 
report  for  a  community  nursing  service  which  stresses  pre- 
vention and  maintenance   is  one  nurse  for  every  4,000  persons, 
and   if  the  area   is  sparsely  populated,    the   recommended   ratio 
is  one  nurse  per   3,000  population.      Only  Powder  River  County 
achieves  this  recommended   ratio  of  3,000:1.      In  Valley  County 
the  community  nurse   serves   13,300  persons.      These  figures 
reflect  only  nurses  employed  by  the   local   public  health  depart- 
ment and  do  not  take   into  account  those  communities  which  will 
be  served  by  the  OWRC  project  nurses    (see  OWRC  Nursing 
Project  under  the  Manpower  section)  . 

There  are  currently  six  sanitarians  covering  all  of  Eastern 
Montana,    with  the  exception  of  Garfield  County,    which  has 
no  coverage    (see  Table  20)  .      Each  sanitarian   is   responsible 
for  environmental   health  services  covering  at  least  two  counties. 
The  sanitarian   in  Valley  County  serves  Valley  and   Phillips 
County — a  population  of  18,500.      Five  counties    (Dawson,    McCone, 
Prairie,    Wibaux  and  Richland)   are  served  by  one  sanitarian,    i.e., 
he  serves  26,800  people. 
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On  a   Regional   basis  a  sanitarian  must  serve   17,250  people. 
The   HJR   18  report  urges  a   standard   ratio  of  one  sanitarian 
per   10,000  population.      The   ratio  for  Eastern  Montana   is 
double  that  of  the  recommended   ratio. 

There  are  currently  seventeen  part-time  health  officers  serving 
the  seventeen  counties.      Although  the  health  officer   is   respon- 
sible to  county  commissioners  and  the   local   health  board  for  the 
services  provided  to  the  county  and  for  the  conduct  of  the 
health  programs,    most  health  officers  are  private  physicians 
who  do  not  have  adequate  time  to  spend  on  their  health  officer 
responsibi  lities. 

The  State  Department  of  Health  and   Environmental   Sciences 
offers  additional   environmental,    nursing,    health  education  and 
laboratory  services  to  Montana  communities.      Due  to  the  distance 
from  Helena,    these  services  are  minimal. 

b.      Standards  and/or  Goals 

The  prevention  of  disease  and  the  promotion  and  maintenance 
of  good  health  is  basic  to  any  public  health  department.  The 
services  of  the  community  health  department  are  developed  to 
meet  the  individual  needs  and  problems  of  a  particular  area. 
These  needs  should  be  identified  by  statistics,  by  consumers, 
and  by  community  health  personnel. 
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The  importance  of  a  well-organized  public  health  department 

is  clear.      The  HJR  18  study  states: 

"Citizens  are  served  best  when  the  basic 
components  of  public  health  services,    nursing, 
sanitation  and  health  education  are  combined 
within  a  single  agency,    are  coordinated  by  a 
qualified  health  officer,   are  supplemented  by 
adequate  clerical   services,    and  operate  under 
policies  established  by  a  board  of  health   repre- 
sentative of  local  governments,    citizens  and 
health  care  providers."    (pageC-15) 

Current  Montana  statutes  enabling  the  creation  of  local  health 

departments  are  permissive  with   respect  to  the   level  of  services 

offered  by  a   local   health  department.     As  a   result,    only  three 

counties   in  the  State  offer  a  full   range  of  public  health  services 

in  an  organized  and  coordinated  public  health  department.      The 

activities,    staffing  patterns,    funding   levels  and  funding  sources 

vary  greatly  from  department  to  department.      The  acceptable 

minimum   level  of  staffing  for  public  health  departments   in 

Montana,    according  to  the  HJR   18  study,    includes:      a  full-time 

health  officer,    one  nurse  per  4,000  people,    one  sanitarian  per 

10,000,    a  nursing  supervisor,    a  health  educator,   a  dental 

hygienist/dentist,    clerical   support  and  outreach  workers. 

At  the  present  time  it  is  the  community  nurses  and  the  sanitarians 
who  carry  the  bulk  of  the  work  load.  In  essence,  these  important 
people  are  the  health  department  in  most  communities. 
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Health  officers  and  health  boards  are  only  nominal   entities 
in  many  counties.      Other   staffing   requirements  cited  by  the 
HJR   18   report  are  somewhat  unrealistic  at  this  time.      Clerical 
support,    outreach  workers,    dental   hygienists  or  dentists, 
health  educators  and  nursing   supervisors  are  minimal  or 
non-existent  in  most  Eastern  Montana  counties.      Nursing 
consultants  from  the  Bureau  of  Nursing   in  Helena  can  offer 
only  minimal    support  due  to  time-distance  factors.      Therefore, 
it   is   suggested  that  a   realistic  goal   for  Eastern  Montana  would 
be  a   population  per  public  health  nurse  of  3,000:1.     A   level 
of  13,000  population  per  sanitarian   is  suggested  as  an  appro- 
priate goal   for  the  Region.      If  the  public  health  department 
combines  two  or  more  counties,    a  full-time  health  officer   is 
suggested  as  a  desirable  goal. 

The  Montana  State  Plan   for  Health  promotes  the  adoption  of 
the  concept  of  regionalization   in  the  delivery  of  public  health 
services.      The  twelve  multi-county  districts  within  the  five 
Administrative   Regions   in  the  State    (see  Appendix   B)    would 
be  used  as  principal   local   community  health  jurisdictions. 


Employing  the  multi-county  district  approach  for  a  unified 

t 
public  health  care  system,    a  model   for  Eastern  Montana  can 

be  developed.      The  acceptable  minimum   level  of  services  to 
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be  provided  by  a   local   public  health  department  in  Eastern 
Montana  should   include  community  health  services,    preventa- 
tive health  services,   and  environmental   health  services. 

Major  services  of  each  district  should   include  the  following: 

1.  Communicable  disease  control 

2.  Full    range  of  family  planning  services 

3.  Well-child  clinics 

4.  School  health  services 

-  hearing  and  vision  screening 

-  physical   and  mental   health  assessment 

-  minor  treatment 

-  counseling,    follow-up 

5.  Crippled  children  services 

6.  Maternal   health  services 

-  prenatal   and  postpartum  care 

-  counseling 

7.  Family  health  assessment  clinics 

-  multi-phasic  screening 

-  total   immunization  series 

8.  Home   health  care 

9.  Dental   health  care 

-  dental   prophylaxis 

-  oral  assessment 

10.        Migrant  health    (where  appropriate) 


1 


Handbook  for   Local   Health  Departments,    Montana  State  Department  of  Health 
and  Environmental   Sciences,    1975,    pp.    18-22. 
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1 1  .      Referrals 

physician 

-  dental 

-  mental   health 
social   services 
emergency 

12.  Environmental   health 

water  supply 

-  air  and  water  pollution 

-  sewer  and  solid  waste  disposal 

-  food  contamination  and  poisoning 

-  disasters 

-  public  building   inspection 

13.  Health  education 

14.  Community  organization  and  cooperation 


c.  Immediate  Needs 

Five  counties  currently  have  no  public  health  nursing   services, 
these  counties  are  Carter,    Daniels,    Fallon,    Prairie  and  Trea- 
sure.     Garfield  County  has  no  sanitarian  service  at  this  time. 
The  most  immediate  need,    then,    with  reference  to  public  health 
services  for   Eastern  Montana   is  that  these  six  counties  be 
covered  by  community  nursing  and  sanitarian  services. 

d.  Long  Term  Objectives 

Table  21  indicates  the  number  of  public  health  nurses  that 
will  be  required  in  1985  at  both  the  present  and  suggested 
levels.      Five  more  will   be  required  to  meet  the  present 
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TABLE  21 

19  85  NEED  FOR  PUBLIC  HEALTH  NURSES  BY  SERVICE  AREA 

EASTERN  MONTANA 


SERVICE  AREAS 


FORECASTED 
19  85  POPULATION 


AT  PRESENT 
LEVEL  (8,800:1) 


Custer /Prairie 

16,800 

2 

Daniels 

3,600 

1 

Dawson/Wibaux 

15,600 

2 

Fallon/Carter 

6,200 

1 

Garf ield/McCone 

6,900 

1 

Phillips 

5,900 

1 

Powder  River 

2,100 

1 

Richland 

12,500 

1 

Roosevelt 

12,700 

1 

Rosebud/Treasure 

12,100 

1 

Sheridan 

6,200 

1 

Valley 

18,900 

2 

REGIONAL  TOTAL 

119,500 

15 

AT  SUGGEST] 
STANDARD  (300 

6 

1 

5 

2 

2 

2 

1 

4 

4 

4 

2 

6 

39 
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population-to-community-nurse  ratio.      Should  the  suggested 
standard  be  achieved,  a  total  of  39,    or  29  additional,    nurses 
will   be  necessary.      There  are  six  service  areas    (Custer/Prairie, 
Dawson/Wibaux,    Richland,    Roosevelt,    Rosebud/Treasure  and 
Valley)    which  will   need  at  least  three  additional   public  health 
nurses  to  meet  the  standard   ratio  of  3,000:1.      Table  22   indicates 
the   1985  need  by  district  rather  than   service  area.      District  3, 
which  presently  has  only  three  community  nurses,    will   require 
an  additional  ten  to  meet  the  suggested  standard,    due  to  the 
substantial   population   increase  projected  for  this  area.      An 
additional   four  sanitarians  will   be  needed  by   1985    (see  Table  23) 

Legislation   is  necessary  for  many  of  the  following   long  term 
objectives  and  the   role  of  the  Eastern  Montana  Areawide 
Comprehensive  Health  Planning  Council   would  be  mainly  to 
work  with  and  to  support  the  efforts  of  the  State  CHP  Agency. 
To    gradually   develop  a  unified  system  of  public  health  depart- 
ments  in  Eastern  Montana  which  fits   in  with  the  entire  State 
should  be  encouraged. 

The  possibility  of  decentralization  of  the  State  Department  of 
Health  and  Environmental   Sciences  into  the  Governor's  five 
Administrative  Region    (by  July   1,    1977)    should   be   investigated. 
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TABLE  2  2 

1985  NEED  FOR  PUBLIC  HEALTH  NURSES  BY  DISTRICT 

EASTERN  MONTANA 


DISTRICT 
District  1 
District  2* 
District  3* 

REGIONAL  TOTAL 
*  Prairie  County  included  in  District  3 


TABLE  2  3 

19  85  NEED  FOR  SANITARIANS  BY  DISTRICT 
EASTERN  MONTANA 


FORECASTED 
19  8  5  POPULATION 

AT  PRESENT 
LEVEL  (8  800:1) 

6 

AT  SUGGESTI 
STANDARD  (300 

47,300 

15 

35,000 

4 

11 

37,200 

5 

13 

119,500 

15 

39 

DISTRICT 


FORECASTED 
198  5  POPULATION 


AT  PRESENT        AT  SUGGESTED 
LEVEL  (17,250:1)   STANDARD<13  ,0001 


District  1 

47,300 

2 

4 

District  2* 

35,000 

2 

3 

District  3* 

37,200 

2 

3 

REGIONAL  TOTAL 

119,500 

6 

10 

*  Prairie  County  included  in  District  3 
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Currently  there  is  a  public  health  study  being  carried  on  by 
a   health  specialist  on  the  staff  of  the  State  Commission  on   Local 
Government.      This  study  will    look   into  this  question  and  make 
appropriate   recommendations.    The  staff  of  the  CHP  Agency 
should  cooperate  fully  with  this  and  other  such   investigations 
into  Montana's  public  health   services. 

In  order  to  stimulate  the  development  of  acceptable  public 
health  units  which  provide  at  least  the  minimum  services  with 
approved  organizational   structures,    the  provision  of  additional 
funds  through   legislation  should  be  encouraged.      The  following 
is  an  example  of  the  funding  formula  which  could  be  used: 
1  .        Equal   base  amount  for  each  county 

2.  Standard  per  capita  amount  to  each  county 

3.  Incentive  bonus  for  multi-county   local   public 
health  units 

4.  Additional   incentive  bonus  to  multi-county 
public  health  units  that  conform  to  one  of 
the  Governor's  existing  twelve  sub-state 
districts 

5.  Incentive  bonuses  would  be  provided  to  areas 
which  offer  more  than  the  minimum   levels  of 
public  health  services  as  defined   in  the  HJR   18 
report. 

The  Areawide  CHP  Council   should  encourage  the  strengthening 
of  local  and  multi-county  health  boards,    local   health  officers, 
and  citizen   input.      In  many  Eastern  Montana  counties  the  local 
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health  board  and  the   local   health  officer  are  only  nominal 
entities.      The  part-time  local   health  officer,    because  of  the 
physician  shortage  in   Eastern  Montana,    is  concerned  primarily 
with  providing  medical   services  to  his  private  patients,   and  at 
times   is  unable  to  devote  sufficient  attention  to  his  responsi- 
bilities as  a  health  officer.      Written   into  the   legislation  defin- 
ing and  providing  funds  for  the  delivery  of  local   health  ser- 
vices should  be  the  consideration  that  local   boards  of  health 
must  be  composed  of  consumers,    providers  and   local-elected 
officials. 

The  integration  and  cooperation  between  the  public  health 
department,    other  agencies,    local  government  officials,    and 
the  private  health  care  system  should  be  encouraged. 
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2.  Emergency  Medical   Services 

The  Emergency  Medical   Services    (EMS)    Bureau  of  the  State  Depart- 
ment of  Health  and  Environmental   Sciences  has  just  completed  a  grant 
application  which   requests  $95,000  to  organize  and  update  Montana's 
Emergency  Medical   Services  System.      This  500  page  document  is  a 
comprehensive  study  which   lists  the  current  EMS   resources,    proposes 
EMS  standards,    and  outlines  an   implementation  strategy  for   improving 
Montana's  EMS  capabilities. 

For   informational   purposes,    a  concise  view  of  the  EMS  situation   in 
Eastern  Montana  was  compiled  from  the  material   presented   in  the  grant 
application.      Those  wishing  more  detailed   information  are  referred   to 
A  Conceptual   Plan  for  the  Development  of  Statewide  Emergency  Medical 
Services   in  Montana    (available  through  the   EMS  Bureau). 

The  following  four  components  of  an  EMS  system  will  be  addressed  here: 

Manpower  and  Training 
Communications 
Transportation 
Facilities 

These   represent  the  basic  components  necessary  to  provide  minimal   EMS 
services.      Each  component  will  be   inventoried;    minimum  standards  will 
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be  discussed  and   immediate  needs  and   long  range  goals  will  be 
determined  for  each. 

a.  Inventory 

Montana  shows  a  high  accidental  death   rate  when  compared  to 
the  national   experience    (see  Graph   II).      A  majority  of  accidents 
occur  outside  of  the  city  limits   in  towns   less  than   1,000  population 
Because  of  the  rural   nature  of  Eastern  Montana,    the  provision  of 
emergency  medical   services  is  extremely   important  for  the  area. 
There  are  many  factors  which  contribute  to  the  high  accidental 
death  rate  in  Montana,    including  extreme  winter  driving  condi- 
tions,   rural    isolation,    lack  of  medical   resources  and,    in  some 
cases,    ineffective  emergency  services  capabilities.      Table  24 
and  Map  III   indicate  accident  rates  by  county   in  Montana. 

A  coordinated  approach   is  necessary  to  reduce  this  accidental 
death  rate.      Well-kept  roads,    improved  drivers'   training  and 
accident  prevention  programs  and,   most  important,    a  more  effi- 
cient EMS  system  will  all  contribute  to  reducing  death  and  dis- 
ability caused  by  emergency  medical   situations. 

Manpower  and  Training 

Basic  to  any  EMS  system  are  physicians  and  nurses.  The 
inventories  of  physicians  and  nurses  included  in  the  Man- 
power section  show  that  Eastern  Montana  has  a  severe 
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Source:        National  Center  for  Health  Statistics,    Bureau  of  Records  and  Statistics, 
Montana   rates  for  years   1969-1972. 

Note:  U.S.    Rates  for  the  years   1969-1972  are  provisional. 
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TABLE  24 
RANK  ORDER  OF  ACCIDENTAL  DEATH  RATES  BY  RESIDENCE 
PER  10,000  POPULATION 
MONTANA  COUNTIES  -  197  3 


RANK* 

RANK 

RANK 

RANK 

1973 

COUNTY 

RATE 

1972 

1973 

COUNTY 

RATE 

1972 

1 

Judith  Basin 

38.5 

19-20 

30 

Fergus 

7.9 

26 

2 

McCone 

21.4 

6 

31 

Granite 

7.7 

40 

3 

Mineral 

21.2 

13 

32 

Jefferson 

7.5 

38 

4 

Liberty 

20.0 

54-56 

33 

Broadwater 

7.4 

4 

5 

Powder  River 

19.0 

54-56 

34 

Musselshell 

7.3 

35 

6 

Chouteau 

18.6 

37 

35-36 

Madison 

7.1 

11 

7 

Treasure 

18.2 

3 

Wibaux 

7.1 

54-56 

8 

Big  Horn 

18.0 

46-47 

37 

Missoula 

7.0 

29-30 

9 

Petroleum 

16.7 

2 

38-39 

Daniels 

6.5 

28 

10 

Valley 

16.5 

31-32 

Lewis  &  Clark 

6.5 

21-23 

11 

Lake 

15.4 

12 

40 

Dawson 

6.4 

41 

12 

Lincoln 

14.1 

44-45 

41 

Yellowstone 

6.3 

39 

13 

Glacier 

14.0 

19-20 

42 

Teton 

6.1 

15 

14 

Rosebud 

13.6 

44-45 

43 

Sheridan 

5.5 

31-32 

15 

Sweet  Grass 

13.3 

43 

44-45 

Sanders 

5.4 

8 

16 

Silver  Bow 

12.8 

33-34 

Cascade 

5.4 

49-50 

17 

Blaine 

11.8 

7 

46 

Fallon 

5.3 

27 

18 

Beaverhead 

11.3 

53 

47 

Richland 

5.2 

14 

19 

Garfield 

11.1 

49-50 

48 

Park 

5.1 

18 

20 

Toole 

10.9  • 

42 

49 

Prairie 

5.0 

48 

21 

Stillwater 

10.4 

24 

50 

Gallatin 

4.7 

51 

22 

Deer  Lodge 

10.1 

17 

51 

Hill 

4.5 

33-34 

23 

Flathead 

9.9 

36 

52 

Powell 

4.4 

46-47 

24 

Meagher 

9.1 

5 

53 

Pondera 

2.8 

29-30 

25-26 

Carbon 

9.0 

16 

54 

Phillips 

1.9 

20-23 

Roosevelt 

9.0 

10 

55 

Carter 

0 

52 

27 

Ravalli 

8.9 

20-23 

56 

Golden  Valley 

0 

25 

28-29 

Custer 
Wheatland 

8.0 
8.0 

9 
1 

STATEWIDE  RATE  =8.5 


U.S.  RATE  =5.5 


♦Source:   Emergency  Medical  Services  Bureau,  Montana  State  Department  of 
Health  and  Environmental  Sciences 
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shortage  of  medical   manpower   in  many  areas.      Physician 
recruitment  is  discussed   in  more  detail   in  the  Manpower 
section,    but  is  also  vital   to  the  provision  of  quality  emer- 
gency care.      Physicians  and  nurses  act  as  an  important 
link   in  the  chain  of  services  necessary  for  providing 
effective  emergency  medical   services.      Also,    it  should  be 
noted  that  once  treated,    emergency  victims  may  need  other 
types  of  medical   personnel   for   rehabilitative  services. 
Eastern  Montana  should  continue  efforts  to  provide  appro- 
priate medical  manpower  to  provide  for  the  primary  and 
emergency  health  care  needs  of  its  residents. 

Another  corresponding   link  in  the  chain  of  emergency  med- 
ical  services   is  provided  by  ambulance  attendants.     As  seen 
on  Table  25,    there  is  a  total  of  176  ambulance  attendants 
distributed  throughout  the   17  counties  of  Eastern  Montana. 
Of  these   176  attendants,    only  36  are  certified  as  Emergency 
Medical   Technicians — Ambulance    (EMT-A)  .      The   remainder 
have  completed  the  Advanced  First  Aid  Course  provided  by 
the  American  Red  Cross. 

Advanced  First  Aid  Training   is   required  by  State  law  for 
all  ambulance  attendants.      The  EMT-A  Course  provides  much 
more  comprehensive  training  which  enables  the  EMT  to 
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perform  a  variety  of  emergency  procedures.      State   legis- 
lation which  certifies  EMT-A's  and  delineates  the  emergency 
procedures  they  are  allowed  to  perform  was  signed   into  law 
after  favorable  consideration  by  the   legislature.     This   law 
will  greatly  increase  the  capabilities  of  EMT-A's  to  perform 
lifesaving  procedures  on  emergency  victims. 

Other  special   services  personnel,    such  as   law  enforcement 
officers,    firefighters,    and  Montana  Highway  Patrol  are  often 
"first  responders"   to  emergency  situations.      The   level  of 
emergency  medical   training   required  for  these  occupations 
varies  greatly.      Currently,    Montana   Highway  Patrolmen  are 
taught  Advanced  First  Aid  as  part  of  their  original   training. 
Recertification  requirements  vary  among  divisions  throughout 
the  State.      Law  enforcement  officers  are  required  to  take  the 
Medical   Self-Help  Course    (an   intermediate  first  aid  course) 
while  attending  the  Montana   Law   Enforcement  Academy  in 
Bozeman.      Firefighters,    Statewide,    receive  only  minimal 
first  aid  training.      Some  of  these   "first  responders"   have 
taken  the  EMT-A  Course  on  their  own  time  to  better  prepare 
themselves  for  medical   emergency  situations. 

Communications 

Montana's  emergency  communications  capabilities  are  currently 

provided   in  a  fragmented  manner.      Ninety  percent  of  all 
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requests  for  emergency  medical   services  are  initiated 
through  telephone  communication.      There  are   18   separate 
operating   phone  companies   in  Montana,    with  Mountain   Bell 
being   the   primary  source  of  telephone   service.      When   a 
person  attempts  to  enlist  assistance  for  an  emergency, 
he/she  must  first  decide  which  number  to  call — police, 
ambulance,    sheriff's  office,    operator,    etc.      Choosing  the 
agency  best  able  to  deliver  emergency  medical   service 
requires  that  the  person   locate  a  telephone,    select  an  agency 
to  respond,   and  finally  that  the  person  dials  the  correct 
telephone  number  within  that  telephone  exchange.     This   is 
a  most  difficult  burden  to  place  upon  someone   in  need  of 
medical  assistance. 

Four  areas   in  Montana  have  an  emergency   "911"   exchange 
which  can  be  used  for  any  emergency.      This  greatly  facili- 
tates quick   response  to  emergency  situations.     One  area   in 
Eastern  Montana,    Glendive,    has  such  a  system.      While  this 
is  an  effective  system  for  some  areas,    its   implementation 
has  presented  a  number  of  difficulties   in  Montana.     The 
difficulties   include  the  financial    investment  required  of  each 
of  a  number  of  telephone  companies   involved  and  technical 
switching  problems  between  the  boundaries  of  telephone 
company  territories  and  telephone  exchanges  within   regions. 
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Additionally,    interagency  conflicts  arise  when  one  municipal 
agency  is  responsible  for  answering  and  properly   routing 
emergency  calls  for  all  emergency  services.      Until   these 
difficulties  can  be  better  addressed,    intermediate  measures 
for  providing  quick  emergency  response  by  telephone  have 
been  researched  and  will  be  discussed   in  the  Immediate 
Needs  section. 

The  Emergency  Communications  Network  also  involves 
two-way  radio  communications.      This  becomes  more  compli- 
cated,   but  a  brief  description  of  the  situation  follows.    Usu- 
ally,   once  an  emergency  phone  call   has  been  placed,    a   law 
enforcement  agency   is  contacted.      The  appropriate  ambulance 
service  is  dispatched  over  the   low-band  VHF   radios  at  the 
frequency  of  39.82  MHz,    which   is  used  by  most  law  enforce- 
ment agencies  as  well   as  by  most  ambulances.      From  the 
time  an  ambulance  is  dispatched  primary  communication   is 
between  the  ambulance  and  the  police  or  sheriff  dispatcher 
on   39.82   MHz. 

The  dispatcher,    who  usually  has  no  emergency  medical 
training,    must  then  relay  messages  from  the  ambulance  to 
the  hospital   by  telephone  communication.      There  are  obviously 
problems  which  arise  using  this  type  of  communication  system. 
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There  is  a  mechanism  which  allows  direct  ambulance-to- 
hospital   communication.     This   involves  using  the  VHF   radio 
on   high-band  channels  of  155.340  MHz  or   155.280  MHz.      The 
hospital   and  the  ambulance  must  have  the  appropriate  radio 
equipment  to  use  this  method.      At  this  time  the  Glendive 
Community  Hospital,    the  Glendive  Volunteer  Ambulance  Ser- 
vice,   the  Malta  Ambulance  Service,    the  Hysham  Ambulance 
Service  and  the  Colstrip  Ambulance  Service  have  this  type 
of  communication  system.      (See  Table  25  for  complete 
ambulance  service  data  and  Table  26  for  hospital  data.) 

Hospital-to-hospital   radio  communication   is  only  possible 
if  each  hospital   has   radio  equipment.      Only  Glendive  has 
this  equipment  currently.      This  type  of  communication   is 
important  if  the  hospital   receiving  an  emergency  victim  does 
not  have  the  appropriate  personnel  or  equipment  to  treat  the 
patient.      The  patient  must  then  be  transferred  to  another 
hospital.      Radio  communication  between  ambulance  and  hos- 
pital  and  between  hospital  and  hospital    is  necessary  to  pro- 
vide the  appropriate  medical    information  to  prepare  the 
patient  and  the   receiving  hospital   for  the  appropriate  emer- 
gency treatment. 

None  of  the  areas  in  Montana  have   "phone  patching"   capa- 
bilities which  allow  a  physician  contacted  by  telephone  to 
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be  hooked   into  direct  radio  communication  with  the 
ambulance. 

Bio-medical   telecommunications  which  allow  the  hospital 
to  monitor  the   life  signs  of  the  patient  by  remote  control 
are  not  possible  using  VHF   radios.      There  are  no  areas 
in  Montana  which  have  the  appropriate  UHF  equipment 
to  provide  this  type  of  service. 

Transportation 

There  are  26  licensed  ambulance  services   in  Eastern  Montana 
The  age  and  quality  of  these  ambulances  vary  greatly.      Only 
three  ambulances  currently  meet  the  State  minimum  design 
standards.      These  are   located   in  Glendive,    Sidney  and 
Hysham    (see  Table  25)  .      Only  two  have  extrication  equip- 
ment which   is  used  to  remove  victims  trapped   in  vehicles 
involved   in  accidents.      Four  ambulances  have  VHF  radios 
with  high-band  frequency    (155.280  MHz)    capabilities.      The 
remainder  have  VHF  radios  with   low-band  frequency    (39.82 
MHz)   capabilities. 

Facilities 

There  are   16  non-federal  hospitals  in  Eastern  Montana  which 

have  emergency  rooms.      However,    there   is  a  wide  disparity 
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in  the  level  of  staffing  and  emergency  services  provided  at 
these  hospitals.      The  hospitals  range  in  size  from  eight 
beds   in  Garfield  and   Prairie  counties  to  in  Custer 

County.      Three  counties  have  no  hospital.      Only  one  hos- 
pital.   Holy  Rosary  Hospital   in  Miles  City,    has  physician 
coverage  24  hours  a  day.      The  remainder  have  a  physician 
on  call  for  emergencies.      Table  26   lists  the  hospitals   in 
Eastern  Montana  along  with  the  selected  emergency  services 
they  can  provide. 

Standards  and/or  Goals 
Manpower  and  Training 

Currently  the  minimum   requirement  for  drivers  and  attend- 
ants of  ambulances   in  Montana   is  American  Red  Cross 
Advanced   First  Aid  or   its  equivalent.     This   is  considered 
to  be  the  minimum   level  of  training.      In  the  past  EMT-A 
training  was  not  available  in  some  areas  of  the  State.      But 
since  1972,    several   courses  have  been  held   in  Eastern  Montan 
and  more  are  planned.      For  future  development  of  the  EMS 
system   it  is   important  that  all  ambulance  attendants  be  certi- 
fied  EMT-A's.      EMT  refresher  courses  should  be  available 
for  existing  EMT's. 
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As  well,    continuing  education  courses  for  physicians  and 
nurses  which  deal  with  emergency  medical   procedures  should 
be  made  available  to  the  area's  providers.      Law  enforcement 
officers,    Montana   Highway  Patrol  and  Search  and   Rescue 
squads  should  have,    at  a  minimum,   ARC  Advanced  First  Aid. 
EMT-A  training   is  also  encouraged,    especially  for  Highway 
Patrolmen.      Personnel   in  the  EMS  system  such  as  EMT's, 
dispatchers  and  ambulance  drivers  should   receive  communi- 
cation training  to  facilitate  radio  communication  during 
medical  emergencies.      Broad  based   Basic  and  Advanced 
First  Aid  Training   should  be  made  available  to  the  general 
public.      This  will   require  the  training  of  additional    instruc- 
tors for   Eastern  Montana. 

The   EMS  Bureau  has  developed  a  chart  found  on  the  follow- 
ing page  which  outlines  the  number  of  emergency  personnel 
which  will   be  needed  by   1980   in  each  county    (Table  27).     The 
guidelines  used  to  develop  these  goals  are   listed  below: 

Footnotes  to  Four-Year  Training  Schools 

1.        The  first  number   indicates  the  number  of  existing 
ambulance  personnel    (taken  from  current  personnel 
rosters)    needing  training  to  the  EMT-A   level.      The 
number   in  parentheses   is  the  total   number  of  person- 
nel  needing  training  to  the  EMT-A   level  based  upon 
15  EMT-A's  per  ambulance  service.      Highway  Traffic 
Safety  Standard   11    indicates  that  eight  persons  are 
needed  to  properly  staff  an  ambulance  service.      How- 
ever,   volunteer  services,    where  all   persons  have  other 
full-time  positions,    need  this  additional   number  of 
EMT-A's  to  provide  24-hours/day,  7  days/week  coverage. 
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2.  EMT-A  Referesher  —     Based  upon  one  retraining 
program  for  existing   EMT-A  personnel   and   necessary 
EMT-A  refresher  training  for  untrained  personnel  over 
a  four-year  period  based  upon  a  two-year  certification. 

3.  Based  upon  10  persons  trained  per  1,000  population  to 
standard  first  aid  level  (either  Standard  First  Aid  and 
Personal   Safety  or  Standard  Multimedia  First  Aid)  . 

4.  Based  upon   10  persons  trained  per  1,000  population 
to  Advanced  First  Aid  and   Emergency  Care   level. 

5.  Based  upon  two  Standard  First  Aid   instructors  per 
1,000  population. 

6.  Based  upon  one  Advanced  First  Aid  and  Emergency 
Care  instructor  per   1,000  population. 

7.  Based  upon  the  following  criteria: 

1  CPR   instructor/trainer  for  each  county  with 

a  population  under   10,000; 

2  for  each  county  with  a  population  between 

10,000  and  20,000; 

3  for  each  county  between  20,000  and  40,000; 

5  for  each  county  between  40,000  and   60,000;    and 
10  for  each  county  with  a  population  of  60,000  or 
over. 


Communications 

A  program  for  standardization  of  the  components  of  the 
communications  system  should  be  implemented.      Components 
of  this  program   include: 

1 .      Designated   Emergency  Telephone  Numbers 
The  installation  of  the  national  emergency  three  digit 
telephone  number   "911"  as  the  emergency  medical   ser- 
vice input  number  should  be  encouraged.      Because  of 
of  the   implementation  costs,    technical  and  administrative 
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difficulties   involved  with  this  system,    this   is  not  the 
best  short  term  solution  to  a  statewide  emergency  number. 

A  statewide  toll-free  Wats  telephone  number  in  the  800 
exchange  service  appears  to  be  a  more  economical  and 
viable  solution  for  use  throughout  the  State  where  the 
"911"   system  expands  to  statewide  proportions.     All 
the  necessary  equipment  and  experience  is  already   in 
place  for  such  a  system,   although   it  has  the  disadvantage 
of  being,    at  a  minimum,    a  ten  digit  number. 

2.      Pi  spa tcher-to- Ambulance  Communications 
The  Operations  Manual  of  the  Emergency  Medical   Service 
Communications  Manual   provides  detailed  standards  of 
procedure  and  articulation  for  the  EMS  dispatcher.      Since 
most  ambulance  dispatching  will  be  done  by  law  enforce- 
ment services  radio  dispatcher  who  are  trained  to  these 
standards,    these  are  appropriate  standards  for  Montana. 

The  frequency  of  39.82  MHz  has  grown  to  be  highly 
populated  with  many  diverse   radio  services.      Because 
of  the  tremendous  overloading,    this  channel  has  become 
less  and   less  useful   for  dispatching  of  ambulances  and 
other  emergency  services  in  disaster  situations.      Dispatch- 
ing should  occur  on  VHF  high-band  channels  until   such 
time  as  UHF  dispatching  frequencies  for  EMS  can  be 
developed   in  Montana. 
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3.    Ambulance-to- Hospital   Communications 
All  major  hospitals  in  Eastern  Montana  should  have  a  minimum 
of  four  channels  of  VHF  high-band  frequencies  with  digital 
coding  for  ambulance  services  and  digital  coding  for  base- 
to-base  service.    Phone  patching  capabilities  should  be 
developed  in  all  hospitals  having  the  appropriate  radio 
equipment. 

Transportation 

Basic  ambulance  design  criteria  are  included  in  the  Montana 
State  Ambulance  Regulations.    Due  to  economic  infeasibility 
in  many  rural  areas,  there  are  no  current  plans  to  change 
these  requirements. 

All  ambulance  vehicles  in  Eastern  Montana  should  meet 
these  minimum  requirements.    This  will  require  moderni- 
zation and  gradual  replacement  of  23  vehicles.    These  vehicles 
should  also  comply  with  the  standards  required  by  the  EMS 
Act  of  1973. 

All  vehicles  should  have  VHF  radios  with  high-band  frequency 
capabilities.    These  ambulances  should  also  have  appropriate 
equipment  (as  outlined  by  the  EMS  Act  of  1972) ,  including 
extrication  kits. 
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Facilities 

All   hospitals   in  Eastern  Montana  should  be  classified  accord- 
in  to  their  emergency  care  capabilities.      Such  classification 
will   provide  a  system  for  surveying  hospital   emergency 
services  capabilities  and  developing  an  effective  patient 
transfer  system   if  a  hospital   cannot  provide  the  emergency 
services  required.      All   hospitals   in   Eastern  Montana  should 
have  written  working  agreements  with  other  hospitals   in 
Montana  offering  greater  emergency  capabilities. 

Immediate  Needs 

Manpower  and  Training 

All  ambulance  services   in  Eastern  Montana  should   strive  to 

train  at  least  one-half  of  their  attendants  as  EMT-A's  to 

provide  highly  trained  personnel  as  part  of  their  ambulance 

services.      This  will  mean  that  at  least  43  attendants  will 

need  training. 

EMT  refresher  courses  should  be  available  in  Eastern 
Montana  to  allow   EMT's  to  update  their  training.      Nurses 
and  physicians  working   in  emergency  rooms  should   have 
access  to  continuing  education  courses  dealing  with  emer- 
gency medical   care.      "First   responders"   should    receive,    at 
a  minimum,    Advanced  First  Aid  certification  and  should  be 
encouraged  to  take  EMT-A  courses. 
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The   local  EMS  Councils    should  be  responsible  for  working 
with  the  State  EMS  Bureau  and  American   Red  Cross  to  pro- 
vide courses   in   Eastern  Montana,    notifying  appropriate  groups 
(ambulance  services,    law  enforcement  agencies,    etc.)    regard- 
ing times  and   locations  of  the  courses.      Schools  and  civic 
groups  and  the   local   EMS  Councils  should  work  to  provide 
broad  based  American  Red  Cross  first  aid  training  to  the 
general    public. 

Communications 

Currently  only  one  hospital,    Glendive  Community  Hospital, 
has  VHF  radio  capabilities  which  utilize  high-bank  channels 
(155.280  MHz).      Direct  communication  between  ambulance  and 
hospital   necessitates  using  this  type  of  radio  equipment.     At 
least  two  other  hospitals,    Frances  Mahon  Deaconess  Hospital 
in  Glasgow  and   Holy  Rosary  Hospital    in  Miles  City,    should 
develop  this  type  of  radio  communication  to   improve  their 
emergency  capabilities. 

Four  ambulance  services,    located   in  Malta,    Glendive,    Colstrip 
and  Hysham,    have  VHF  radios  with  high-band  frequency 
(155.280  MHz)    capabilities.      As   the  two  hospitals  mentioned 
above  begin  to  use   radio  communication,    it   is   important  that 
ambulances  who  relate  to  these  hospitals  also  have  the 
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appropriate  VHF  radios.      This  will  allow  for  ambulance-to- 
hospital   communication  while  the  ambulance  is  enroute. 

The  EMS  Bureau   is  working  on  developing  a  coordinated 
statewide  communication  system.      Facilities  and  ambulance 
services  who  are  expanding  their  radio  communications 
should  seek  advice  and  assistance  from  the   local   EMS  councils 
and  the   EMS  Bureau. 

Emergency  personnel  who  will  be  using  communication  equip- 
ment—  EMT-A's,    dispatchers,    etc. — should  develop  their 
abilities  to  relay  concise  messages   in  times  of  medical   emer- 
gencies.     Dispatchers  should  be  familiar  with  medical  jargon 
and   EMT-A's  should   receive  training   in  communications. 

Transportation 

Twenty-three  ambulances   in  Eastern  Montana  fail  to  meet 
State  design  criteria.      Twenty-four  ambulances   lack  extri- 
cation equipment.      For   immediate  purposes   it  would  be  too 
costly  to  replace  or  remodel  all  ambulances  which  fail   to 
meet  State  design  standards.     To  begin  to  update  Eastern 
Montana  ambulance  services,    those  vehicles   10  years  and 
older  should  be   replaced.     This  means  that  nine  ambulances 
currently  need   replacing.      Those  services  purchasing  new 
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vehicles  should  consult  with  the  EMS  Bureau   regarding 
standards  and  equipment  necessary  for  ambulance  vehicles. 

Montana  State  Ambulance   Licensing   Law   requires  all   ambu- 
lances to  carry,    at  a  minimum,    the   1967   Essential   Equipment 
list  of  the  American  College  of  Surgeons.      Ambulance  ser- 
vices should   review  this   list,    evaluate  their  equipment  and 
replace  out-dated  equipment.     All  ambulances  should  also 
have  extrication  kits. 

Facilities 

Eastern  Montana  has   16  hospitals  with  varying  emergency 
service  capabilities.      The  EMS  Bureau,    in  conjunction  with 
the  Montana   Hospital  Association,    is  attempting  to  classify 
all   Montana  hospitals  according  to  their  emergency  service 
capabilities.      Each  of  Eastern  Montana's  hospitals  should 
cooperate  with  this  classification,    which  will   allow  them  to 
evaluate  their  emergency   systems  and  to  design   improvements. 
In  doing  so,  a  Statewide    system  promoting  the  speedy  referral 
of  patients  to  the  facility  which  has  the  appropriate  emer- 
gency staffing  and  equipment  can  be  established. 
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Long   Range  Goals 
Manpower  and  Training 

As  the  population  of  the  area   increases  there  will   be  a 
need  for  more  emergency  personnel.      Eastern  Montana 
should  strive  to  provide  the  numbers  and  types  of  emer- 
gency personnel  and   instructors  as  specified  on  Table  27. 
Using  the  standards  outlined  on  pages  123  and  125,  each  county 
should   incorporate  population   increases  into  the  standards 
to  calculate  their  future  emergency  manpower  and  training 
needs. 

Communications 

Expansion  of  the   implementation  of  the   "911"   nationwide 
emergency  telephone  number  will  continue  over  the  next 
10  years.      Regionalized  central  emergency  service  dispatch- 
ing  is  necessary   in  Montana  to  assure  24-hour  centralized 
dispatching  coverage.      Plans  are  to  use  Missoula,   Great 
Falls  and  Billings  as  primary  dispatch  centers,   with  second- 
ary centers   linked  to  these  primary  centers  by  designated 
telephone   lines. 

For  a  viable  Statewide  EMS  communications  system  between 
ambulance  and  hospitals,  each  ambulance  communications  system 
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will   need  a  minimum  of  four  channels  with  digital   coding 
abilities.      Each  fully   licensed   EMS  ambulance  manned  by 
EMT  personnel   should  be  equipped  with  an  ambulance-to- 
hospital   radio  system. 

Emergency  medical   service  communications  and  dispatching 
should  be  accomplished  on  an  assigned   regional  VHF  high- 
band  channel.      The  dispatching  center  should  be   remoted 
to  the   EMS  transmitter  to  enable  control   of  this  one  channel. 

To  provide  an  optimum   EMS  communications   system,    a  State- 
wide approach   is  necessary   in  Montana.      One  central   State 
agency  should  be   responsible  for  coordinating  and  admini- 
stering the  EMS  communications  system  for  the  State.      Cur- 
rently the   EMS  Bureau  has  spent  much  time  on  such  a 
system   for  Montana.      All   communications   improvements   in 
Eastern  Montana  should  be  coordinated  with  other   regional 
and  Statewide  communications  activities  to  properly  develop 
an  efficient  emergency  communications  system. 

Transportation 

There  should  be  sufficient  ambulance  coverage   in   Eastern 

Montana  so  that  all   requests  for  assistance   in  the  Region 
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are  met  within  30  minutes.  In  10  years  at  least  85%  or 
22  ambulances  should  meet  State  design  standards.  All 
should  include  adequate  medical  and  radio  equipment  to 
assure  optimum  emergency  medical  services  to  meet  the 
emergency  needs  of  Eastern  Montana   residents. 

Eastern  Montana  should  develop  adequate  emergency  air 
transportation  services.      Standards  for  air  ambulances 
should  be  developed  at  the  State   level.     Air  ambulance 
service  should  be  available  for  patients   requiring  more 
specialized  care  not  available  in  Eastern  Montana. 

Facilities 

The   16  hospitals   in  Eastern  Montana  should  cooperate  with 
the  EMS  Bureau  and  the  Montana  Hospital  Association   in 
their  attempts  to  classify  hospitals.      Once  the  classification 
system   is  completed,    Eastern  Montana  will   be   in  a  position 
to  assess  the  emergency  medical   services  needs  of  the  area 
in  terms  of  the  available  emergency  medical    resources. 
Hospitals   in  the  area  should  cooperate  in  developing  the 
appropriate  emergency  capabilities  which  will   provide 
adequate  emergency  coverage  to  handle  most  of  the  medical 
emergencies  which  occur  in  the  area. 
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Hospitals  in  the  area  should  develop  standardized  systems 
of  referral   for  providing  more  specialized  emergency  medical 
services.      This  will   involve  coordination  with   Billings  and 
Great  Falls  hospitals.      Hospitals  should  also  formalize  their 
facilities'   emergency  procedures,    assuring  staffing  for  emer- 
gency rooms  and  education  to  all   staff  regarding  medical 
emergencies. 
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Alcoholism/Drug  Abuse 

a.        Inventory 

In  Eastern  Montana  there  are  a  variety  of  resources  available  for  providing 

alcoholism/drug  abuse  services,    but  Regionally  they  are  provided   in  an 

unstructured  and  uneven  manner  for  the  most  part. 

Emergency  services  are  provided  by   police,    Red  Cross,    Welfare,    Mental 
Health,    and  volunteers,    but  no  single  group  has  continuing  authority  to 
provide  emergency  alcoholism/drug  services.      Each  county  deals  with 
such  emergencies  as  they  arise  with  no  clear  system  for  handling  the 
emergency  or  providing  the  continuity  of  care  required  for  effective 
treatment  of  alcoholism  and  drug  abuse. 

For  the  past  four  years.   Action  for  Eastern  Montana  provided  an  alcohol/ 
drug  program  which  acted  as  the  primary  service  agency  for  outreach, 
casefinding,    information  and  referral   services.      As  of  April   1,    this 
organization  will   have  only  one  full-time  and  one  part-time  counselor 
available.      Rosebud  County  has  a  full-time  alcoholism  counselor  avail- 
able,   stationed  within  the  Public  Health  Department.      Some  services  are 
also  provided  through  the  Crisis   Hot  Line   in  Glendive,    operated  by  the 
Mental   Health  Center.      For  most  of  the  area,    volunteers  and  Alcoholics 
Anonymous  are  carrying  most  of  the   load  for  outreach,   casefinding,    and 
aftercare  services  for  alcoholism  and  drug  abuse. 
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At  present  there  are  no  facilities  for   intensive  or   immediate  care  within 
Eastern  Montana.      Referrals  for   in-patient  treatment  are  made  mostly   to 
Heartview,    at  Mandan,    North  Dakota,    the  VA  Hospital    in  Sheridan,   Wyom- 
ing,   or  to  the  state  treatment  center   in  Galen.      With  the  closure  of  the 
Miles  City  half-way  house,    the   Billings,    Havre  and  Great  Falls  half-way 
houses  have  been  used  for  intermediate  care. 

Outpatient  services  are  offered  through  the  Regional   Mental   Health  Centers; 
however,    there  remains  a   need  for  counselors  assigned  specifically  to 
work  with  alcohol   and  drug-related  problems  at  these  centers. 

b.        Standards  and/or  Goals 

There  exists  in  Eastern  Montana  a  variety  of  alcoholism/drug  abuse 
services,    but  they  are  fragmented  and   lack  a  unifying  structure.      What 
is  needed   is  a  coordinated  system  for  providing  prevention,    treatment 
and  rehabilitative  services  for  alcoholism/drug  abuse.     A  coordinated 
system  demands  a  central  group  or  agency  which  acts  as  the  coordinating 
body  either  on  a  District  or  Regional    level. 

It  is  necessary  to  identify  all   existing  alcohol/drug-related   resources 
available  in   Eastern  Montana  and  for  those   identified  groups  to  determine 
the  agency  or  group  which  has  the  best  capability  for  District  or  Regional 
coordination.      This  coordinating  agency  should  be   responsible  for  the 
following: 
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1.  Identifying  existing   resources  and  determining  where 
gaps   in  service  exist; 

2.  Planning  for  and  evaluating  the  provision  of  alcohol/ 
drug-related  services   in  Eastern  Montana; 

3.  Tying  existing    resources  together  and  merging  duplicative 
functions/activities  carried  on   in  the  area; 

4.  Seeking  adequate  funding  for  alcohol/drug-related 
programs  from   local,  State  and  Federal   sources. 

5.  Providing  training   programs  for  alcoholism/drug 
counselors,   outreach  workers  and  para-professionals; 

6.  Providing  community  and  school   education  programs 
regarding  the  problems  associated  with  alcoholism  and 
drug  abuse;      and 

7.  Providing   educational   programs  and   information   to   law 
enforcement  agencies  and  social   service  agencies 
regarding  alcohol/drug-related  emergency  treatment 
and  availability  of  area   resources. 

c.      Immediate  Needs 

The  development  of  a  coordinated  system  for  existing   resources  and 

the  establishment  of  a  coordinating  agency  should  be  the  first  measure 

undertaken  to  fulfill   the  area's   need  for  alcohol/drug-related   services. 

Once  this  has  been  accomplished,    there  will   be  a   structure  available  for 

future  development  or  expansion. 


More  community  alcohol/drug   counselors  are  needed   in  the  area   so   that 
every  county  will   have  access  to  outreach  and  aftercare   services.      There 
should   be  a   minimum  of  one  specially  trained  alcohol/drugs  counselor 
assigned  to  each  mental   health  center  and   local  area  office. 
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The  alcoholism/drug  abuse  coordinating  group,    the  Regional   Mental   Health 
Program   staff  and  Areawide  Comprehensive  Health   Planning  Council 
staff  should  explore  funding  sources  available  at  the   local,    State  and 
Federal    levels  to  support  such  a  project.      By  combining  forces  these 
programs  can  share  expenses  and  provide  more  comprehensive  services. 
It  is   important  that  all  groups   involved  clearly  define  the  responsibilities  of 
the  outreach  workers  and  develop  appropriate   liaisons  with  the  area's 
health  professionals. 

Intermediate  care  is  currently  provided  out  of  the  Region.      Such  care 
should  be  available  in  at  least  one  location  within  the   17  eastern  counties. 
Group  homes  for  alchoholics/drug  abusers  are  one  alternative  for  rural 
areas  such  as   Eastern  Montana  to  provide   intermediate  services  for   its 
residents.      At   least  one  such  home  should  be  developed  to  act  as  a 
model   for  future  group  homes   in  the  area.      More  group  homes  or  a 
half-way  house  should  be  considered   if  a  need   is  defined  by  the  coordi- 
nating group. 

There  should  be  adequate  emergency  services  to  meet  the  needs  of  the 
area.      Holy  Rosary  Hospital    in  Miles  City   is  an  appropriate   institution 
to  coordinate  detoxification  efforts  at  this  time.      Efforts  should  be  made  to 
upgrade  their  detoxification  capabilities  and  to  consider  future  development 
of  additional  detoxification  centers  to  meet  future  needs. 
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d.        Long  Term  Objectives 

The   long-range  needs  of  the  area  should  be  continually  assessed  by  the 
coordinating  group  or  agency,    and  a  continuation  of  all   efforts  will   be 
maintained  through  this  agency. 

As  population  growth  occurs,    expansion  of  services  should  be  addressed 
with  the  development  of  emergency  and   intermediate  in-patient  services 
as  demand  may  increase. 

It  must  be  mentioned  that  the  best  treatment  of  alcoholism/drug  abuse 
is   its  prevention.      Continuing  efforts  at  the  national,    state  and   regional 
level  to  develop  and  administer  effective  educational   programs,    especially 
through  the  schools,    must  be  encouraged  to  effectively  reduce  the  inci- 
dence of  alcoholism/drug  abuse. 


-140- 


Mental    Health 
a.        Inventory 

The  Eastern  Montana  Regional   Mental   Health  Center  provides 
psychotherapy,    diagnostic  and    educational   services  to  a   17  county 
area.      Centers  are   located   in  Miles  City    (main  office),   Glasgow 
(satellite  office),    and  Glendive    (satellite  office).      Local  and  area 
offices    (outlying  areas  having  a   resident  staff  member  under  the 
supervision  of  the  nearest  center)    are   located   in   Plentywood, 
Forsyth  and  Ashland.      Participating  counties — those  counties 
sharing  a  small   part  of  the  operative  costs  of  Mental   Health 
Centers — are   Phillips,    Valley,    Daniels,    Sheridan,    Roosevelt, 
Garfield,    Dawson,    Prairie,   Treasure,    Rosebud,    Custer,    Fallon 
and   Powder   River. 

Fees  for  persons   residing   in  participating  counties  are  based 
on  a  sliding  scale  according  to  income  and  number  of  dependents. 
County  agencies  are  able  to  contract  services  for  diagnostic 
evaluations,    consultations,    psychotherapy  or   in-service  training. 
Individuals  residing   in  non-participating  counties  may  avail   them- 
selves of  the  services  offered  by  the    center;    however,    they  are 
charged  the  maximum   rate  of  $25  per  hour  for  services.     Agen- 
cies  located  within  non-participating  counties  are  charged  for 
services  on  the  same  basis  as  participating  counties;    however, 
those  agencies   in  participating  counties  are  given  priority  and 
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those  in  non-participating  counties  are  served  only  as  staff 
time  is  available.     The   latter  is  also  charged  for  all  center 
actual  expenses  such  as  travel,    per  diem  and  secretarial  time 
involved   in  providing  these  services.      No  center  staff  reside 
in  the  non-participating  counties. 

The  five  basic  services  as  outlined  by  Federal  guidelines — 
in-patient,   out-patient,    emergency,    partial  hospitalization, 
consultation  and  public  education — are  provided  by  the  Miles 
City  office  for   its  area.      However,    partial   hospitalization   is 
not  available  in  the  Glasgow  area.      Residents  needing  partial 
hospitalization  are  presently  referred  to  Miles  City.      Emergency 
services  for  the  Glasgow  area  are  presently  provided  via  a 
weekend,    independently-operated  crisis   line  and  a   listing  of 
staff  members  with  the   local   hospital.      Four  of  the  five  services 
are  presently  provided  by  the  Glendive  office.      There  is  no 
partial   hospitalization;    residents  needing  this  service  are 
referred  to  the  Miles  City  program.      In-patient  services  for 
the  Glendive  area  are  provided  by  the  psychiatrist  residing   in 
Miles  City.      Glendive  residents  can  be  hospitalized  at  Holy 
Rosary  and   receive  direct  psychiatric  care  there. 

At  the  present  time  there  are  15  professional  mental   health 
personnel    (psychiatrists  excepted)    serving   Region   I, 
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yielding  a   ratio  of  one  Community  Mental   Health   professional 
per   6,150   persons.      This  compares   to  a   national    ratio*  of  one 
Community  Mental    Health   Professional    per   2,500   persons. 
There  are  presently  two  full-time    (Community  Mental   Health) 
and  two  part-time    (private)    psychiatrists  providing  a   ratio  of 
one  psychiatrist  per   30,800  persons;    this  compares  to  a  national 
ratio  of  one  psychiatrist  per  9,100  persons.      This  suggests  that 
psychiatrists   in  Eastern  Montana  are  responsible  for  serving 
nearly  3?  times  as  many  persons  as  are  psychiatrists  nationally. 
The  personnel   are  distributed  as  follows:       (The  three  para- 
professionals  working   in  the  Miles  City  office  are  not  included 
in  this  data.) 

Miles   City  Center  Glendive  Center  Glasgow  Center 

(See   #1    below)  (See   #2   below)  (See   #3  below) 

(Pop.    28,500)  (Pop.    26,800)  (Pop.    37,000) 

Psychiatric   Nurses  3  0  0 

Social  Workers  1  0  0 

Psychiatrists  1  0  1 

Psychologists  5    (one  of  whom  2  3 

is   1/10  time) 

Occupational  Therapists       1      (1/5  time)  0  0 

There  are  three  primary  Mental    Health  Centers   in  Eastern 

Montana,    with  one  center   in  each  district.      A  brief  description 

of  each  center  follows: 


*  The  staffing  of  the  500  federally  designated  centers  across  the  nation  was 
utilized  to  determine  this  national   ratio. 
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1.  The  Miles  City    (main  office)   Center  services  the 
following  counties:      Custer,    Fallon,    Carter,    Powder 
River,   Treasure,    Garfield    (latter  five  counties  are 
serviced  by  traveling  staff),    and  Rosebud    (local 
area  office).      Both  clinical   and  administrative 
directors  have  their  offices   in  the  Miles  City  Center. 

2.  The  Glendive  Center  services  the  counties  of  Dawson, 
Prairie    (traveling  staff),    Wibaux,    Richland  and 
McCone,    and   is  supervised  by  an  associate  director. 

3.  The  Glasgow  office  serves  the  counties  of  Valley, 
Phillips    (traveling   staff),    Roosevelt    (traveling   staff), 
Daniels  and  Sheridan    (a   resident  staff  member)  . 

b.         Standards  and/or  Goals 

The  standards  of  competence  of  mental  health  personnel   should 
reflect  the  standards  set  by  the  professional   association   repre- 
sented,   e.g.,    American  Psychological  Association,   American 
Psychiatric  Association,    etc.,    as  well   as  those  set  by  the  Merit 
System.      Peer   review  should  be   incorporated  via  evaluative  teams 
comprised  of  currently  practicing  Community  Health  Center  pro- 
fessionals having  clinical   and  administrative  expertise  and  who 
are  independent  of  the  Eastern  Montana  Community  Health  Center. 
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The  National    Institute  of  Mental   Health    (NIMH)    outlines  five  basic 
services  which  should  be  provided  by  a  comprehensive  mental 
health   program.      These   include:      inpatient  services,    outpatient 
services,   emergency  services,    partial   hospitalization,    consultation 
and  public  education.      It  is  the  goal   of  the  Regional   Mental   Health 
Program  to  fully  provide  all   five  services  through  all   centers   in 
Eastern  Montana.      Included   in  the  goal   is  to  provide  all    17  counties' 
residents  access  to  these  services  by  working  with  county  commis- 
sioners of  the  non-participating  counties  developing  more  outreach 
and   referral   capabilities,    and  providing  greater  public  awareness 
of  the  services  provided. 

c.      Immediate  Needs 

Four  counties  are  currently  not  participating   in  the  Regional 
Mental   Health  Program  and   receive  services  on  a  fee-for- 
service  basis  as  time  allows.      All  counties  should  assess 
their  mental   health  situation  and  re-evaluate  their  need  for 
mental   health  services.      Community  groups,    county  commis- 
sioners and  other  public  officials  should  meet  with  the  mental 
health  personnel   to  determine  what  types  of  services  are  needed 
for  their  area  and  work  to  provide  mental   health  services  for 
all   Eastern  Montana  counties. 
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More  mental   health  professionals  are  needed   in  the  area.     A 
psychiatrist  and  a  psychiatric  nurse  are  needed  for  the  Clendive 
office,    a  licensed  clinical   psychologist  for  the  Miles  City  office, 
and  a  psychiatric  nurse  and   licensed  psychologist  for  the  Glasgow 
office.      Facility  needs   include:      a   Regional   treatment  center  for 
children  and  adolescents  and  an  addictive  disease  treatment  facility. 
Finally,    there  is  a  Statewide  need  for  more  comprehensive  pre- 
admittance  screening  for  Warm  Springs  State  Hospital   referrals  and 
extended  after-care  services  for  discharged  state  hospital   patients. 
The  Regional   Mental   Health  program  is  an  appropriate  group  to 
spearhead  this  effort  in  Eastern  Montana. 

d.  Long  Term  Objectives 

To  provide  the  five  basic  services  outlined  by  NIMH  through  the 
three  Mental   Health  Centers   in   Eastern  Montana,    several  objectives 
must  be  outlined.      Partial   hospitalization  needs  to  be  developed  at 
the  Glasgow  and  Glendive  offices.      A  24-hour,    seven-day-a-week 
crisis  line   is   needed   in  the  Glasgow  office.      Increased  staff  is 
needed  for  the  Region,    and  would  allow  for  better  geriatric  mental 
health  care  to  be  provided.      Increased  attention  should  be  given 
to  early  detection  and  prevention  via   inservice  training  of  allied 
professionals,    public  classes  for  parents,    and  other  interested 
citizens,    and  greater  use  of  the  media  for  expanding  public  aware- 
ness of  the  program.  Map  IV  indicates  the     locations  of  the  commun- 
ity mental   health  centers   in   Eastern  Montana. 
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MAP  IV 
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Health  Care  System 


IV.        COST  AND   FINANCING  OF   HEALTH  CARE   SYSTEM 

This  section  presents  cost  information  of  hospitals  and  nursing  homes   in  Eastern 
Montana,   and  serves  as  a   reference  for  discussing  the  financial   components  of  the 
area's  future  health  care  system.      The  historical  costs    (1969  to   1974)    of  nursing 
homes  and  hospitals  in  this   Region  are  discussed  first,    followed  by  a  summarization 
of  data   indicating  the  various  modes  of  payment  for  health  services   in  the  area. 
Finally,    alternative  methods  of  health  care  payments  are  discussed. 

Hospital   Costs 

From   1969  through   1974  the  average  patient  cost  per  day  for  hospitals 
in  Eastern  Montana  increased   123%  from   $39.76  to   $88.66.      This   is  an 
average  increase  of  $9.78  per  year  for  the  five-year  period.      Table  28 
displays  the  trends   in  hospital   costs  for   16  facilities   in  Eastern  Montana. 

The  Region's  average  cost  per  day  compares  favorably  with  both  the  State 
and  National  experience.      In   1971   the  nation's  average  cost  per  day  was 
$92.00*  and  the  State  of  Montana   $69.00,    while  Region   I    indicated   less  than 
$53.00  per  day  for  hospital   costs. 

Nursing   Home  Costs 

Although  data  are  scarce  for  the  earlier  years,    it  appears  that  nursing  home 
costs  per  day   rose  by  30%  from   1969  to   1974.      This  represent  a   $.78  average 
annual   increase  in  daily  rates.      Table  29  shows  the  average  daily  costs  for 
nursing  homes   in  Eastern  Montana  from   1969  to   1974. 


*  1973  Statistical  Abstract  of  the  United  States 
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Modes  of  Payment 

Table  30  is  a  summary  of  modes  of  payment  to  hospitals   in  Eastern 
Montana.      Commercial    insurance  accounted  for  35.7%  of  payments   in  the 
area.      Combining  this  with  the   Blue  Cross/Blue  Shield  percentage  of  7.4%, 
it  is  apparent  that  the  insurance  sector  constituted  the   largest  source  of 
payment  to  hospitals  in  Eastern  Montana. 

The  combined  government  sector,    including  Medicare,    Medicaid,    Work- 
men's Compensation  and  other  government  agencies  provided  for  23.3% 
of  all   payments.      20.9%  of  the  payments  were  paid  directly  by  the  private 
sector. 

While  payment  sources   in  the  future  will  certainly  utilize  the  established 
modes  as  described  above,    new  and/or  altered  methods  must  also  be 
considered.      Specifically,    the  development  of  a  Health  Maintenance  Organi- 
zation and/or  the  implementation  of  National   Health   Insurance  may  have 
significant  impacts   in  the  provision  of  health  care  in  the  future.      Follow- 
ing is  a  brief  discussion  of  these  two  potential  developments.      The  1974 
Montana  State  Plan  for  Health  contains  a  thorough  presentation  of  both 
Health  Maintenance  Organizations  and  National   Health   Insurance. 

Health  Maintenance  Organization 

A  Health  Maintenance  Organization    (HMO)    is  a  health  delivery  mechanism 

designed  to  provide  comprehensive  health  care  to  its  enrolled  members. 
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TABLE  30 
MODE  OF  PAYMENT  TO  HOSPITALS 


Mode  of  Payment 

Region  I 
(%) 

Montana 
(%) 

No  modes  stated 

8.6 

2.5 

Workmen's  Compensation 

1.0 

2.0 

Medicare 

16.5 

17.8 

Medicaid 

1.9 

4.1 

Other  Government  Agencies 

3.9 

8.6 

Blue  Cross/Blue  Shield 

7.4 

8.9 

Commercial  Insurance 

35.7 

34.7 

Private 

20.9 

16.6 

Charity 

1.1 

.9 

Other 

3.1 

4.0 

TOTAL 

100.1 

100.1 

Source:   Patient  Origin  Study  1970-1971,  pp.  310-313, 
Division  of  Comprehensive  Health  Planning, 
Department  of  Health  and  Environmental  Sciences 
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The  HMO  concept  emphasizes  preventative  health  care  based  on  the 

premise  that  it  costs   less  to  keep  a  person  healthy  than   it  does  to 

cure  him/her  should  he/she  become  ill.      The  principal  components 

of  an  HMO  are: 

1.  An  enrolled  population  which  pays  a  fixed  premium  every 

month  for  comprehensive  health  services; 

2.  Physicians,    practicing  solo  or  in  a  group,   who  supply  all 
physician  services    (home,    clinic  or  hospital)    and  who  are 
rewarded  financially  for   reduction   in  unnecessary  utili- 
zation;   and 

3.  Service  contracts,    between  the  HMO  and  purveyors  of 
hospital,    pharmacy,    X-ray,    lab,    extended  care,    etc., 
for  services  which  are  not  provided   in-house  by  the 
HMO.* 

A  study  has  been   initiated   in  Miles  City  to  determine  the  feasibility  of 
implementing  an  HMO  in   Eastern  Montana.      The  establishment  of  such  a 
comprehensive  health  care  package  could   introduce  a  number  of  improve- 
ments to  the  area's  existing  health  care  delivery  system. 

National   Health   Insurance 


National   health  insurance    (NHI)    has  been  proposed  as  a  means  of  guaran- 
teeing the  accessibility  of  health  care  to  the  American  public.      The  concept 
behind   NHI    is  that  all   participants  should  have  access  to  a  minimum   level 
of  health  benefits  at  a  cost  roughly  proportionate  to  their   incomes.** 


*  Montana  State  Plan  for  Health,   August   1 974,    Division  of  Comprehensive  Health 
Planning,    Department  of  Health  and   Environmental   Sciences,    pp.    234-235. 

**   Ibid.,    pg.    227. 
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In   light  of  the  relatively  high  percentage  of  hospital   payments  made  by 
the  private  sector   in  Eastern  Montana    (20.9%  as  compared  to  16.6%  State- 
wide— see  Table  30)  ,    and  the  fact  that  hospital  costs  per  day   in  this  area 
have  increased   123%  in  the   last  five  years    (see  Table  28),    the   implementa- 
tion of  NHI   may  be  of  particular  significance  to  the  area's   residents.      How- 
ever,   there   is  still   much  speculation  as  to  the  form   in  which   NHI   may  be 
presented;    hence  discussion  of  its  potential   impacts  to  Eastern  Montana  would 
involve  mostly  conjecture  at  this  time. 
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V 


Implementation  of  the  Plan 


V.  IMPLEMENTATION  OF   PLAN 

A.  Develop  a  Community  Education  Program 

In  an  effort  to  inform  the  general   public  of  the  purpose  and  content  of 
the  Eastern  Montana  Health  Plan  and  to  assist  them   in  whatever  way  we 
can,    a  multi-media  community  education  program  will  be  developed  by 
the   Eastern  Montana  Areawide  Comprehensive  Health  Planning    (CHP)   Agency. 
This  program  will   summarize  the   inventory,    standards  and/or  goals,    immed- 
iate needs  and  long  term  objectives  of  the  three  components  of  the  health 
care  system:      manpower,    facilities  and  services.      In  addition,    it  will   spe- 
cifically  involve  the  following: 

Assisting  and  educating  communities  with  their 
health  manpower   recruitment  efforts; 

Informing  the  communities  of  the  alternatives   in 
providing  health  manpower  and  assisting  them 
where  needed; 

Making  communities  aware  of  options  to  deal   with 
the  hospital   bed  surplus; 

Emphasizing  the  preventative  aspects  of  public 
health,    mental   health  and  alcoholism;    and 

Providing  health  career   information  to  the  Region's 
high  schools. 

B.  Manpower 

1  .  Recruit  and  Retain  Physicians,    Dentists  and 

Allied   Health   Professionals 

The  Eastern  Montana  Areawide  Health  Plan  documents  the  severe 

shortage  of  health  manpower  in  the  Region.      The  major  part  of  the 
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solution  lies   in  the  direct  recruitment  of  physicians  and  other  health 
professionals,    as  well  as  the  development  of  a  long  term   strategy  for 
recruitment.      The  following   items   represent  varying  methods  to  achieve 
both  short  term  and   long  term  manpower  needs: 

a.  Establish  an  Areawide  Recruitment  Clearinghouse 

Individual  and  community  attempts  to  recruit  and  to  retain 
physicians,   dentists  and  allied  health  professionals  have  been 
largely  unsuccessful    in  Eastern  Montana.      The  need  for  a 
centralized  effort  is  obvious.      We  propose  that  a  central   clear- 
inghouse be  established. 

The  Planning  Committee  feels  that  an  appropriate  agency  to  carry 

out  this  function  is  the  Economic  Development  Association  of  Eastern 

Montana   (EDAEM)  .    As  a  Regional  effort,  the  clearinghouse  should 

involve  the  following  components: 

Inventorying  all   health  manpower; 

Establishing   relationships  with  medical   schools, 
medical  journals  and  medical  associations; 

Promoting  greater  access  to  medical   schools  for 
native  Montana   students; 

Securing  access  to  continuing  education  programs; 

Research  available  data  on   recruitment  techniques; 

Developing  an  areawide  recruitment  strategy;    and 

Supporting  the  future  establishment  of  a  State 
recruitment  clearinghouse. 
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Resources  of  the  Montana   Hospital  Association,    Montana 
Medical   Association,    Montana  Educational   Research  Foundation 
and  other  appropriate  organizations  and  agencies  will  be 
utilized  as  much  as  possible  in  the  development  of  the 
clearinghouse. 

The  ultimate  objective  of  CHP  is  the  development  of  a 
Statewide  clearinghouse  and  efforts  to  achieve  this  aim 
will   be  carried  on  by  EDAEM.      We  view  the  development  of 
an  areawide  clearinghouse   in  no  way  contradicts  the  future 
establishment  of  a  State  clearinghouse.      The  recruitment 
policy  of  a   regional   clearinghouse   reflects  the  needs  and 
objectives  of  its  area  and  would  complement  the  aims  of  a 
state  recruitment  strategy. 

The  three  CHP  District  Health  Facilities  Committees  will 
be  the  organizers  of  the  clearinghouse  and  the  Planning 
Committee  will  act  as  the  coordinating  committee. 

b.  Assist  Development  of  Model   Satellite  Systems 

With  the  clearly  limited  health  resources   in   Eastern  Montana, 
the  use  of  available  facilities,    manpower  and  finances  must 
be  effectively  planned  to  assure  that  comprehensive  and 
quality  health  care   is  available  to  all   Eastern  Montanans. 
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The  satellite  system  concept  is  an  attractive  alternative  to 
providing  health  care  to  those  communities  who  are  without 
a  physician  or  who  may  lose  their  solo  physician   in  the 
future  and  have  to  close  down  their  hospital.      It  is  also 
increasingly  difficult  for  rural   hospitals  and  nursing  homes 
to  meet  the  stringent  State  and  Federal   regulations 
concerning   required  equipment,   manpower  and   reports  and 
demands  for  cost  containment  and  efficiency.      The  survival 
of  these  health  facilities   lies  with  the  degree  of  flexibility 
which  can  be  maintained   in  meeting  the  challenges  of  the 
future.      The  satellite  system  concept  can  help  facilities 
meet  these  difficulties.      One  approach  would  be  to  have  the 
smaller  facilities  convert  to  out-patient  clinics  which  would  be 
operated  by  a  traveling  physician  or  physician  extender 
with  support  provided  by  the  area's   larger  medical   facilities. 
The  concept  of  a  satellite  system  or  satellite  physician 
services   is  flexible  enough  to  meet  individual   district's 
needs.      It  must  also  be  mentioned  that  innovative  systems 
for  the  delivery  of  health  care  act  as  an   incentive   in  the 
recruitment  and   retention  of  physicians. 

Two  multi-county  districts  in  the  Region  have  already 
begun  work  on  the  development  of  satellite  health  delivery 
services.      Physicians  have  shown   interest  in  such  a  project 
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and,    under  the  auspices  of  the  District  3   Health  Facilities 
Committee,    development  of  a  satellite  health  services  model 
will   be  explored.      Such  a  program  would  offer:      1)    a 
network  of  leased   lines  or  WATS   lines  for  immediate  and 
effortless  communication;    2)    central   business  management; 

3)  strengthening  of  existing  medical   referral  mechanisms; 

4)  emergency  ambulance  coverage;    5)    centralized   nursing 
and  technician  pool;    6)    provision  of  education  and  vacation 
leaves,    regular  weekend  coverage  and   local   seminars;    and 
7)    efficient  utilization  of  the  nurse  practitioner  program 

at  Montana   State  University. 

District  2   is  considering  a   Rural   Health   Initiative  Project 
whereby  physicians  would  provide  services  to  those 
communities   lying  mainly   in  District  2. 

The  Areawide  CHP  Agency  will  assist  communities  and 
districts  where  needed  and  requested.      The  CHP  health 
committees  offer  the  formal   structure  to  organize,    plan 
and  implement  model   satellite  systems. 

c.  Continued  Support  of  WICHE  and  WAMI 

The  Areawide  CHP  Agency  will  continue  to  support  the  WICHE 
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and  WAMI   programs   in  their  attempts  to  provide  medical  education 
opportunities  to  rural   states.      Continuing  efforts  will   be  made  to 
obtain  a  Community  Clinical   Unit    (CCU)    in  Eastern  Montana  and 
to   insure  selection  of  WAMI   students  from  the  Region. 

d.  Investigate  the   Feasibility  of  Developing   Relationships 

with  Out-of-State  Professional   Schools 

There  is  a  crucial   need  to  promote  greater  access  to  profes- 
sional  schools  and  training  programs  for  native  Montana  students. 
In  addition  to  WICHE  and  WAMI,    the  possibility  of  developing   rela- 
tionships  in  neighboring  medical   schools  and  training  programs 
will  be   investigated.      This  will   be  the  responsibility  of  the 
proposed   EDAEM  areawide  clearinghouse. 

The  Areawide  CHP  Agency  will    look   into  programs  at  the  Univer- 
sity of  Minnesota,    the  University  of  North  Dakota  and  other  medical 
schools  in  the  Great  Plains  states  with  the   idea  of  establishing 
relationships  with  them  and/or  securing  slots  for  Montana  medical 
students  and/or  recruiting  their  medical   school  graduates.      The 
Medical   Education  Community  Orientation    (MECO)    program  can  be 
utilized  to  aid   in  the  development  of  relationships  with  profes- 
sional  schools.      The  objective  of  this  program   is  to  involve 
pre-sophomore  medical   students   in  the  complete  spectrum  of 
health  care  delivery  at  the  community  level.      This   involves 
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close  working   relationships  with  physicians  and  hospital   admini- 
strators  in  a   rotational  educational   experience.      Miles  City  has 
already  taken  advantage  of  MECO  to  secure  three  medical   students 
from  the  University  of  North  Dakota  to  come  to  Miles  City  for 
eight  weeks   in  the  summer.      Such  efforts  can  be  expanded  to 
eventually  serve  the  entire  Region. 

e.  Improving  Opportunities  for  Continuing   Education 

Ready  access  to  continuing  education   is  an   incentive  to  encourage 
health  professionals  to  remain   in  Eastern  Montana.      An  ever  pre- 
sent problem  for   isolated  areas   is  the   lack  of  a  coordinated  system 
for  continuing  educational   programs.      Physicians  must  leave  the 
State  to  continue  their  education  since  there  are  no  medical 
schools   in  Montana.      Refresher  courses,    workshops  and  conferences 
are  most  often  held   in   larger  cities  or  out-of-state.      Due  to  time- 
distance  factors,    coupled  with  the  shortage  of  manpower  and   lack 
of  backup  services   in  the  Region,    it  is  close  to   impossible  for  health 
professionals  to  attend  many  of  these  programs. 

Securing  access  to  continuing  education  programs   is  the   responsi- 
bility of  the  proposed  areawide  clearinghouse  and  efforts  will   be 
made  to  make  refresher  workshops  and  advanced  courses  more 
available  to  the  physicians,    nurses  and  other  health  professionals. 
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The  Montana  Medical   Education  and  Research  Foundation    (MMERF) 
provides  continuing  education  for  Montana  health  professionals  and 
the  clearinghouse  will   keep  up  to  date  on  programs  currently  being 
offered  by  MMERF.      If  it  appears  that  enough  health  professionals 
would  be   interested   in  a  specific  subject,    the  clearinghouse  will 
work  with  MMERF    (or  any  other  interested  agency  or  group) 
to  study  the  feasibility  of  establishing  a   relevant  program.      Obtain- 
ing  locally  held  seminars   is  an   important  consideration  also. 

f.  Support  Appropriate  Manpower   Legislation 

Any   long  term  solution  to  the  recruitment  and  retainment  of 
health  professionals   in  rural   areas  must  include  progressive 
manpower   legislation  on   both  the  State  and  national   levels. 
Those  manpower  bills  which  further  the  goals  and  objectives  of 
this  Health  Plan  and  which  the  CHP  health  committees  deem  appro- 
priate will   be  supported  by  EDAEM. 

The  use  of  physician  assistants    (PA's)    is  one  method  for  easing 
a  physician's  patient  load  and  allowing  the  physician  more  free 
time  to  pursue  further  training  and   leisure  activities.     The  failure 
of  the   legislature  bill  which  would  have  regulated  the  utilization 
of  PA's  has  uncertain  consequences  for  the  future  utilization  of 
PA's.      The  CHP  Agency  will   strongly  support  legislation  specifi- 
cally enabling   physicians  to  use   PA's    in  the  next   legislative  session 
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C.     Facilities 

1  .  Strengthen  Review  and  Comment 

The  major  priority  involving  health  facilities  will  be  to  enforce  and 
strengthen  the  Review  and  Comment  process.      Review  and  Comment  is 
an  effort  to  eliminate  the  wasteful   duplication  of  health  care  facilities 
and  services  and  to  support  only  those  that  are  actually  needed  by 
their  communities.      Through  the   review  process,    the  costs  of  a  proposal 
are  weighed  against  the  expected  community  benefits.      There  are  three 
types  of  review. 

a.  Voluntary   Review 

These  are  conducted  for  any   institution,    program,    organization 
or   individual   who  values  community  input  and   recommendations. 
Proposals  submitted  for  this  type  of  review  are  not  covered  by 
other  review  requirements.      Results  of  the  review  are  sent  to 
the  sponsors  of  the  proposal. 

b.  Section   1122   Review,   Title  XI   of  the 
Social    Security  Act    (PL  92-603) 

Section   1122   is  designed  to  help  control    rising  health  costs  by 

discouraging  unnecessary  health  expenditures.      Under  this   law, 

Comprehensive  Health  Planning  organizations  are  authorized  to 

review  proposals  on  or   in  behalf  of  health  facilities  or  health 
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maintenance  organizations  contemplating  a  capital   expenditure 
of  $100,000  or  more,    a  change  in  the  number  of  beds,    or  a 
substantial   change   in  services   if  the  applicant  expects  to  be 
reimbursed  by  Titles  V    (Maternal  and  Child  Health),   XVIII 
(Medicare)   or  XIX    (Medicaid)  .      The  recommendation  of  the 
CHP  Agency  is  forwarded  to  the  Department  of  Health  and  Environ- 
mental  Sciences  which,    as  the  Designated   Planning  Agency,    makes 
the  final   decision  as  to  approval   or  disapproval  of  the  project. 

c.  State  Clearinghouse  for  A-95   Review 

This  review   is  for  the  State  Clearinghouse  and  covers  applications 
for  federal   health  funds  for  community  mental   health  centers, 
Regional   medical   programs,    federally  assisted  hospital  and  nursing 
home  construction,  and  health  services  projects.      Comments  are 
sent  to  the  State  Clearinghouse. 

The  Economic  Development  Association  of  Eastern  Montana    (EDAEM), 
being  the  designated  Areawide  Comprehensive  Health  Planning 
Agency  in  Eastern  Montana,    is   responsible  for  reviewing   projects 
in  this  area.      The  major  reasoning  for  having  areawide  reviews 
is  the  belief  that  the  use  of  citizen  participation  at  the  planning 
district  level   in  the  public  decision-making  process   improves  the 
intrinsic  value  of  those  decisions. 
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The  Areawide  currently  has  three  facilities  committees,    one   in 
each  planning  district,    which   review  proposals  dealing  with 
their  particular  district.      The  district  committee's   recommendation 
is  decided  upon  and  set  to  the  Department  of  Health  and  Environ- 
mental  Sciences.      The  following  are  the  major  criteria  used  by 
the  committees  to  evaluate  health  facilities  proposals: 

The  current  or  projected  community  need  of  health 
services  as  measured  against  the  health  plans 
developed  by  the  State  and   local   comprehensive 
health  planning  agencies; 

Whether  the  proposed  project  can  be  adequately 
staffed  and  operated; 

Its  economic  feasibility,    whether   it  will   result  in 
unreasonable  increases   in  charges  to  patients;    and 

Improved  efficiency  and  productivity  fostering  cost 
containment  through  such  factors  as  ambulatory, 
preventative,    or  home  health  care,    and  design  and 
construction  economies. 

d.         Certificate  of  Need    (State  Law  0316-01) 


A  Certificate  of  Need  bill   recently  passed   in  the  Montana   Legis- 
lature,   which  will    require  that  applicant  facilities  planning  to 
expand  or  build  new  facilities  receive  a  Certificate  of  Need  be- 
fore they  can  be   licensed  by  the  State  of  Montana,    will   become 
effective  July   1,    1975.      In  the  future,    applicants  will   not  only 
be  faced  with  the  possibility  of  losing  portions  of  their  reimburse- 
ment funding  through  Titles  V,    XVIII  and  XIX  of  the  Social   Security 
Act,    but  will  also   lose  the  ability  to  license  their  facility   if  approval 
is  not  received  by  the  Review  and  Comment  process. 
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This  Health  Plan  will   be  a  major  tool  to  be  used  by  EDAEM's 
review  committees   in  establishing  the  current  and  projected  need 
of  health  services  for  particular  areas  or  communities  in  Eastern 
Montana.      It  will   provide  a  solid  base  from  which  the  committees 
can  make  recommendations  based  on  accurate  and  current  statistical 
data.     An  equally  important  factor  is  the  value  this  Plan  will  have 
regarding  a   potential   applicant  institution's  own  planning  process. 
Potential  applicants  will  be  able  to  refer  to  the  Eastern  Montana 
Areawide  Health  Plan  and  use   its  contents  to  assist  them   in  deter- 
mining the  best  method  and  procedure  for  their  particular  project. 

In  short,    this  Plan  will   strengthen  the   local  decision-making  pro- 
cess by  providing  Review  and  Comment  in  Eastern  Montana  with 
a  solid  base  of  information  pertinent  to  the  identified  needs  and 
resources   in  the  area. 

2.  Assist  Communities  and  Districts   in  Developing 

Options  to  Deal  with  Overbedded   Facilities 

In  addition  to  future  proposed  projects  covered  under  the  Review  and 

Comment  procedure,    one  must  be  equally  concerned  with  the  present 

situation  and  problems  that  are  confronting   Eastern  Montana's  health 

facilities.     As  stated   in  the  Facilities  section  of  the  Plan,    no  further 

hospital  expansion  should  take  place  in  the  Region  unless  there  are 

concomitant  reductions   in  the  number  of  existing  beds.      Contrastingly, 

significant  deficits  begin  to  occur   in  nursing  home  beds  by   1980  and 

these  increase  dramatically  by   1985. 
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The  Areawide  CHP  Agency  will  assist  communities   in  developing  options 
best  suited  to  them   in  dealing  with  the  hospital   bed  surplus.      Alternatives, 
as   listed  in  the  Facilities  section,    are: 

Continued  subsidization  of  the  status  quo; 

Reclassification  of  hospital   beds   into  nursing  home  beds; 

Develop  satellite  system;    or 

Close  hospital   facilities  and   improve  emergency  medical 
system . 

CHP  will   make  every  effort  to  help  communities   look  at  their  situations 
realistically  and  choose  an  alternative  suited  to  their  particular  situation. 
High  on  the  priority  list  will   be  the  effort  to   reclassify  hospital   beds 
into  nursing  beds.      This  method   is  possible  with  some  or  all   of  a 
facility's  beds,    while  at  the  same  time  reducing  staff  requirements,    etc. 

As  discussed  in  the  Manpower  section,    satellite  systems  present  another 
alternative  that  will   be  strongly  suggested  to  area  communities.      This 
concept  would  see  the  smaller  hospital   facility  turned   into  an  outpatient 
clinic  type  operation  with  support  being  provided  by  the  area's   larger 
medical    institutions.      The  clinic  would  be  appropriate  for  the  short  term 
patient  while  long  term  and  serious   illness  referrals  would  be  made  to 
the  larger  facility.      The  fourth  alternative  discussed,    closing   hospital 
facilities  and   improving  the  emergency  medical   system,    presents  a 
situation  that  few  communities  want  to  face. 
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In  conjunction  with  the  community  education  program,    the  Areawide  will 
work  closely  with  appropriate  communities  to  educate  them  as  to  the 
alternatives  available,    including  the  positive  and  negative  aspects 
involved. 

The  important  thing  to  remember   is  that  communities  will   receive  all 
possible  assistance  from  both  Area  and  State  Planning  Agencies  in  their 
attempts  to   improve  the  availability  of  health  services   in  their  communi- 
ties.     There  are  many  difficult  problems  to  face  in  the  future,    thus 
cooperation   is  of  the  utmost   importance   if  everyone   is  to  benefit  from 
their  solutions. 

3.  Conduct  Veteran's  Administration  Study 

Significant  concern  has  been  generated  over  the  future  of  the  Veteran's 
Administration    (V.A.)    hospital   and  extended  care  facilities   located   in 
Miles  City.     A  study  of  the  existing  V.A.    facility,    its  service  area, 
client  population  and  interaction  with   local   provider   institutions  will   be 
undertaken  by  the  Areawide  staff.      The  study  will   then  attempt  to   iden- 
tify roles,    relationships  and  responsibilities  of  all  eligible  V.A.    patients 
This  effort  will   be  completed  no  later  than  December   1975  and  then  will 
be  disseminated  to  the  Areawide  Planning  Committee  for  further  action. 

4.  Collect  Data  on  the   Indian  Health  Service 

The  Eastern  Montana  Areawide  CHP  Agency  will  begin  collecting  data 
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immediately  on  the   Indian  Health  Services   in   Eastern  Montana.      The 
Fort  Peck  Reservation  will   receive  priority  because   its  boundaries   lie 
entirely  within   Eastern  Montana.      Coordinated  programs  will   be  worked 
out  between  the   North  Central  CHP  Areawide  and  South  Central  CHP 
Areawide  to  cover  the  Fort  Belknap  and  Northern  Cheyenne  Reservations 
respectively.     A  report  detailing  these  coordinated  programs  will   be 
presented  by  December   1975.      An   important  consideration  will   be  the 
degree  of  influence  the  private  sector  of  medicine  has  on  the   inhabitants 
of  reservations   in   Eastern  Montana  versus  the  Indian   Health  Service. 

There  has  been  an   increasing  tendency  towards  the  use  of  private  med- 
ical  services   in  recent  years.      The  effect  this  will   have  on  the   Indian 
Health  Service  remains  to  be  seen. 

D.     Services 

1  .  Public  Health 

a.  Encourage  Those  Counties  Without  Public  Health 

Nurses  to  Obtain  One 

Many  counties  are  unaware  of  the  advantages  of  public  health 

towards  the  maintenance  and  promotion  of  good   health.      The 

community  education  program  will   include  a  discussion  of  the 

misconceptions  of  public  health  services  offered  by  public  health 

departments  and  the  advantages  of  public  health.      The  points 

raised  will   be  presented  to  county    commissioners   in  those  counties 

without  a  public  health  nurse:      Daniels,    Prairie,    Fallon,    Carter 

and  Treasure  Counties. 
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b.         Support  Expansion  and   Education  of 
Home  Health  Care 


With  the   large  proportion  of  people  65  years  or  older  in  Eastern 
Montana,    home  health  care  offers  vital   services  to  the  elderly  and 
infirm  and  an  alternative  to   institutionalization.      Richland  County 
has  the  only  health    department  currently  operating  a   licensed  home 
health  agency.      Efforts  to  expand  home  health  care  and  to  educate 
the  public  of  the  advantages  of  home  health  care  are  being  made 
at  the  State  level.      CHP  will   support  these  Statewide  efforts. 

c.  Seek  Funding  for  Multi-County 
Public  Health  Department 

The  CHP  Agency  and  other   interested  communities  will   seek 

funding  from  the  State  Department  of  Health  and  Environmental 

Sciences  and  private  organizations  such  as  the  Old  West  Regional 

Commission  for  the  development  of  a  model   for  multi-county  health 

departments.      Such  an  effort  can  tie  in  with  the  satellite  models 

proposed  by  Districts  2  and  3.      If  physicians  are  under  contract 

to  provide  services  to  outlying  communities,    then  nurses  could 

travel  with  the  physicians  and  set  up  screening,    blood  pressure 

and   immunization   clinics. 

d.  Support  Efforts  for  a  Coordinated 
State  Public   Health  System 

Support  for  a   coordinated   State  system  of  public   health  departments 
and  cooperation  with  State  agencies  will   be  continued  by  the  Area- 
wide  CHP  Agency. 
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2.  Emergency  Medical   Services 

a.  Support   EMS   Bureau 

The  role  of  the  CHP  Agency  concerning  the  majority  of  the  needs 

and  objectives  discussed   in  the  Emergency  Medical   Services  section 

will   be  to  support  and  to  assist  with  the  efforts  of  the   EMS  Bureau 

in  reaching  the  following  goals: 

Assisting  communities   in   replacing  nonconforming 
ambulances; 

Ensuring  that  all   first  responders  have  EMT 
training  and  access  to  refresher  courses; 

Creating  a  toll-free  emergency  number; 

Implementing  the  classification  system;    and 

Improving  the  existing  communications  system. 

b.  Assist  Communities  and  Districts   in 
Development  of  EMS  Councils 

In  addition  to  supporting  the  EMS  Bureau,    CHP  can  be  active 

in  helping  communities  and  districts  develop  their  own   EMS 

councils. 

3.  Alcoholism  and  Drug  Abuse 

a.  Assist  Development  of  Coordinating   Body 

The  need  for  a  unified  and  coordinated  system   in  the  Region  for 
the  provision  of  prevention,   treatment  and  rehabilitation  services 
for  the  alcoholic  and  drug  user   is  cited   in  the  Alcoholism/Drug 
Abuse  section.      Because  of  the  fragmented  structure  of  alcoholism 
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and  drug  abuse  services   in  Eastern  Montana,    this  Areawide 
Health  Planning  Agency  will   initiate  a  meeting  of  all   those  groups, 
organizations  and  agencies  currently  working  with  alcoholism  and 
drug  abuse  problems  in  Eastern  Montana  for  the  specific  purpose 
of  forming  a  unified,    coordinated  system  of  providing  prevention, 
treatment  and  rehabilitation  services.      This  group  will  direct  its 
efforts  towards   identifying  the  appropriate  organization  or  agency 
responsible  for  multi-county  coordination  of  alcoholism/drug  abuse 
services.      The  initial   meeting  will  take  place  no  later  than 
August  1,    1975.      The  following  are  priorities  the  Planning  Com- 
mittee felt  the  coordinating  body  should  deal   with: 

1 )  Establish  Croup  Homes 

Group  homes  were  one  alternative  listed   in  the  Alcohol/ 
Drug  Abuse  section  to  provide  intermediate  services  for 
its  residents.      The  Areawide  will  work  with  the  coordinating 
body  discussed  above  to  help  establish  this  method  of  pro- 
viding  intermediate  care.      Efforts  towards  achieving  this 
goal   should  begin  immediately. 

2)  Upgrade  and  Coordinate  Emergency  Services 
Alcoholism  emergency  services  and  detoxification  at  all 
Eastern   Montana  hospitals  should  be  correlated  with  avail- 
able alcoholism  counseling  and  referral   services,    and  a 
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total   treatment  plan  for  each  patient  should  be  developed 
prior  to  his  release.      This  plan  should   include  physical, 
psychological  and  social   evaluations  and   recommendations, 
thus   requiring  the  involvement  of  other  appropriate  service 
providers   in  treatment. 

3)        Coordinate  with  Efforts  of  the  Mental   Health  Centers 
There  should  be  at   least  one  trained  alcoholism/drugs 
counselor  assigned  to  each  Mental   Health  Center  and   local 
area  office.      Sources  of  funding  will  be  explored  at  the 
local,    State  and  Federal    levels.      Prevention  of  alcoholism 
and  drug  abuse  will  be  a  major  goal  of  the  Eastern  Montana 
Areawide  CHP  Agency  and  will  be  covered   in  the  community 
education  program. 

Mental   Health 

a.  Assist  in  Unifying  Eastern  Montana  Counties 

The  Areawide  CHP  Agency  will  attempt  to  join  together   repre- 
sentatives from  the  Regional   Mental   Health  Center  and  County 
Commmissioners  from  McCone,    Richland,    Wibaux  and  Carter 
counties  for  the  specific  purpose  of  discussing  their   respective 
counties   non-participation   in   the  Mental    Health   Program.      This 
meeting  will   take   place  no   later   than   September   1,    1975.      All 
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counties   should  assess  their  need   for  mental   health   services; 
thus  the  Areawide  CHP  Agency,   along  with  the  Regional  Mental 
Health  personnel  will    help  them  perform  this  function. 

b.  Correct  Misconceptions 

The  community  education  program  discussed  previously  will 
explain  the  Regional   Mental   Health  program  as  well  as  attempt 
to  correct  some  of  the  misconceptions  people  have   regarding 
psychological   problems  and  disorders.      The  Regional  Mental 
Health  Center  will   cooperate   in   the  discussion  on   mental   health 
in  the  educational   program. 

c.  Establish  Crisis  Line 

A  24-hour  crisis   line  is  needed  at  Glasgow.      Presently  Glasgow 
has  only  a  weekend,    independently  operated  crisis   line.      Esta- 
blishment of  an  areawide  crisis   line  should  be   investigated. 

d.  Support  the   Six   Basic  Services 

The  six   basic  services  as  outlined   by   Federal   guidelines  are: 
inpatient,    outpatient,    emergency,    partial   hospitalization,    consulta- 
tion and  public  education.     All   six  services  should  be  available 
at  the  three  district  office   locations.      Partial  hospitalization   is   not 
offered  at  the  Glasgow  or  Glendive   locations.      The  Areawide  CHP 
Agency  will   cooperate  with  the  Regional   Mental   Health  program   in 
their  attempts  to  provide  these  six  basic  services   in  each  district. 
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E.     Future  Planning 

1  .  Collect  and   Revise  Data 

The  Areawide  CHP  staff  will  continue  to  update  and  revise  the  Manpower, 
Facilities  and  Services  data.      The  State  CHP  Agency  will  provide  an  addi- 
tional   resource  for  data  collection. 

2.  Update  Plan 

The  procedure  for  updating  this  Plan  will  be  much  the  same  as  was  used 
in   its  initial   development.     Any   revision  or  update  will   be  presented  to 
the  Health   Planning  and  Coordinating  Committee  for   review  and  approval. 
It  will  then  be  presented  to  the  Executive  Board  for  final   approval  and 
incorporated   into  the  Plan  document. 

3.  Investigate  New  Areas 

The  increasingly  stringent  State  and  Federal   regulations  make  it  difficult 
for  health  facilities  to  continue  to  operate.      This   is  especially  true  for 
the  small    rural   hospitals  prevalent  in  Eastern  Montana,    who  feel  they 
are  being  squeezed  out  of  existence.      The  trend   is  accelerating   in 
response  to  increasing  demands  for  cost  containment  and  efficiency, 
coupled  with  tougher   regulations  concerning   required  equipment,    man- 
power and  reports. 

To  explore  the  negative   impact  of  quality  assurance  on  small   rural 
facilities   in  Eastern  Montana  will   be  a  task  of  the  Areawide  CHP  Agency 
in  the  future. 
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4.  Submit  Quarterly   Implementation   Reports 

Implementation  reports  will  be  presented  to  the  Health   Planning  and 
Coordinating  Committee  on  a  quarterly  basis.      These   reports  will   pre- 
sent complete  and  concise  evidence  of  the  Agency's  progress  towards 
meeting  its  goals  and  obligations.      Interim  meetings  may  also  be  neces- 
sary. 

5.  Build  Upon  Existing  Foundation  for  Future  Health   Planning 

The  future  of  the  planning  process  in  Eastern  Montana  is  somewhat  of 
a  question  mark  at  the  present  time  due  to  the  National  Health  Planning 
and  Resources  Development  Act  of  1974  (P.L.  93-641).  The  Governor 
recommended  to  the  Secretary  of  H.E.W.  that  one  Health  Service  Area 
(HSA)  be  designated  for  the  State  of  Montana.  It  is  not  known  at  the 
time  of  publication  of  the  Plan  how  this  may  affect  future  areawide  plan- 
ning  in  general,    and  the  existence  of  our  Agency  specifically. 

Regardless  of  what  happens,    this  Plan  will   provide  all    interested  parties 
with  a  solid  foundation  of  health  resources   information  about  Eastern 
Montana  with  projections  to   1985.      The  groundwork  for  health  planning 
in  Eastern  Montana  has  been   laid.      It  will  be  the  responsibility  of  the 
Region's   residents  to  assist  in   its  implementation. 
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Appendices 


APPENDIX  A 
DRAFT  DISSEMINATION 

I.  Total    Number:  532 

II.  First  Draft:  234 

A.  Providers:  204 

1.  Hospital  Administrators  16 

2.  Nursing  Home  Administrators 

3.  Hospital   Directors  of  Nursing  14 

4.  Nursing   Home  Directors  of  Nursing  8 

5.  Public   Health   Nurses  12 

6.  Physicians  72 

7.  Dentists  31 

8.  Optometrists  14 

9.  Chiropractors  11 

10.  Social   and  Rehabilitative  Services  9 

11.  Sanitarians  5 

12.  Community  Health  Nurses  6 

B.  Committees  30 

1.  Health  Planning  S  Coordinating  Committee  7 

2.  District   1    -   Health  Facilities  Committee  5 

3.  District  2   -   Health  Facilities  Committee 

4.  District  3  -   Health  Facilities  Committee  6 

5.  Executive  Board  6 

III.  Second  Draft:  298 

A.  Providers  177 

B.  Committees  30 

C.  Consumers  91 

1.  Libraries  25 

2.  County  Commissioners  17 

3.  City  Halls  34 

4.  County  Agents  15 

IV.  Letters  telling  of  the  availability  of  the  draft  copies  222 

A.  Superintendents  of  Schools  17 

B.  Senior  Citizen  Groups  16 

C.  Councils  on  Aging  17 

D.  Chambers  of  Commerce  21 

E.  Service  Clubs,    etc.  151 
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APPENDIX  C 
INDIANS  AND   HEALTH  CARE 


There  are  three   Indian   reservations  which  affect  Eastern  Montana.    Fort  Peck 
Reservation  covers  parts  of  Valley,    Daniels,    Sheridan  and  Roosevelt  Counties, 
Northern  Cheyenne  Reservation  covers  a  section  of  Rosebud  County,    and  Fort 
Belknap  Reservation  crosses   into  a  small  portion  of  Phillips  County.      The   Indian 
population  on   reservations    js     provided  health  services  through  the  Public  Health 
Service    (PHS) ,    financed  and  administered  by  the  Federal  Government. 

For  planning   purposes,    health  facility  and  health  manpower  data   regarding   Public 
Health  Service  were  excluded.      But,    for   informational   purposes,    a   brief  discussion 
of  the  reservation  health   resources  from  the  Montana  State  Plan  for  Health  follows. 

Fort  Peck  Reservation 

Indians  on  the  Fort  Peck  Reservation  are  provided  medical  care  by  the 
Public  Health  Service  in  diverse  ways.      Out-patient  medical  and  dental   ser- 
vices are  provided  directly  by  the  Public  Health  Service  at  its  facilities   in 
Poplar  and  Wolf  Point.      The  Health  Center   in   Poplar  was  originally  constructed 
as  a  hospital   and  was  built  in  various  stages  starting   in   1916.      The  building 
was  turned  over  to  the  Public  Health  Service  from  the  Bureau  of  Indian  Affairs 
when  the  Public  Health  Service  assumed  the  medical    responsibility  for  the  Indian 
people  in   1955.      The  building,    as  a  hospital,   was   remodeled   in   1958  and  was 
later   remodeled  again  and  converted  from  a  hospital  to  a  health  center  in   1961. 


The  main  floor  has  four  medical   examining   rooms,    an  emergency  room, 
an  x-ray  and  general   medical   laboratory,    a  pharmacy,    nurses1   station, 
sterilizing  and  medical   supply  room,    medical   records  room,    general  and 
dental  waiting  rooms,    two  dental   operatories,    office  space  for  the  doctors, 
dentist,    and  administrative  and  clerical   personnel. 

The  Health  Center   in  Wolf  Point  was  constructed  by  the  Plant  Design  and 
Construction  Branch  of  the   Bureau  of  Indian  Affairs   in   1965  and  turned  over 
to  the  Public  Health  Service   in   1966.      The  first  floor  space  consists  of  732 
usable  net  square  feet  and  has  two  examining   rooms,    a  general  waiting   room, 
a  small   medical   records  office,    and  a  combined  doctors1   and  nurses'   office. 
The  small   laboratory  and  prepackaged  drug   room   located   in  the  building 
are  stocked  from  the  Poplar  Health  Center. 

Inpatient  services  are  provided  by  contractual  arrangement     at  the  Com- 
munity Hospital,    Poplar;    Trinity  Hospital,    Wolf  Point;    and  other  hospitals   in 
Great  Falls,    and   Billings,    Montana;    Williston  and  Minot,    North  Dakota;    and 
Seattle,    Washington.      Tuberculosis  patients  are  referred  to  the  PHS   Indian 
Hospital    in  Rapid  City,    South  Dakota  for   inpatient  treatment. 

The  dental   facilities  at  the   PHS  Health  Center   in  Poplar  consist  of  three 
fully  equipped  dental  operatories,    dark  room,    laboratory,    office  space  and 
waiting   room.      The  present  dental   staff  consists  of  one  dental  officer  and 
two  dental  assistants. 


The  physicians  on  the   reservation,    in  addition  to  the  Public  Health  Sevvice 
physicians,    include  a  general   practitioner   in   Poplar  and  a  board  certified 
surgeon  and  three  general   practitioners   in  Wolf  Point.      There   is  an  obste- 
trician and   radiologist  in  Williston,    North  Dakota.      If  consultation   is  needed 
in  any  of  the  various  specialties,    patients  are  referred  to  the  neighboring 
cities,    all  of  which  are  anywhere  from   100  to  300  miles  away.      If  a  patient 
is  referred  to  one  of  these  other   resources,    and  does  not  have  the  transporta- 
tion or  funds  to  get  there,    the   Health  Center  will   provide  either  the  trans- 
portation or  a  train  or  bus  ticket. 

During   FY  1972,    there  were  27,263  total  out-patient  visits  at  the  Fort  Peck 
Service  Unit.      The   Poplar  Health  Center  accounted  for   17,510  of  these  visits 
and  the  Wolf  Point  Health  Center  and  health   locations  for  9,582.     The  remain- 
ing out-patient  visits    (531)    were  at  night  and  weekends  at  the  Community 
Hospital    in  Poplar  after  the   Health  Centers  were  closed. 

Northern  Cheyenne  Reservation 

Most  of  the  people  of  the  reservation  go  to  the   PHS   Indian  Health  Center 
in   Lame  Deer  for  their  health  needs.      They  are  referred  to  the  PHS   Indian 
Hospital  at  Crow  Agency  for   in-patient  services,    and  to  contract  facilities, 
or  state  agencies,    whenever  necessary. 

There  are  private  physicians  and  private  hospitals   in  Forsyth,    58  miles 
away;    Harden,    54  miles  away;    and  Billings,    105  miles  away. 


Outpatient  and  special   clinic  services  are  provided  by  a   staff  consisting 
of  two  physicians,   one  registered  nurse,    one   licensed  practical   nurse,    one 
psychiatric  nurse,    one  pharmacist,    one  dentist,    two  dental   assistants,    one 
medical   records  clerk,    one  medical  and   radiology  technician,   and  one  clerk- 
stenographer.      The  clinic  building   itself  is  divided   into  floor   levels.      The 
top  floor   is  occupied  by  the  dental   staff  and  psychiatric  nurse,    and   is  divided 
into  a  waiting   room  and  classroom,    dental   supplies  storeroom,    three  offices 
and  the  actual  dental  clinic  with  three  dental   chairs.      The  middle  floor  serves 
as  the  work  area  for  the  remainder  of  the  general  medical   staff.      It  contains 
three  examinining   rooms,    one  emergency  room,    nurse's  workroom,    a   laboratory 
and  an  x-ray  department,    pharmacy,    health  records,    and  a  waiting   room. 

During  fiscal  year  1972,  there  were  18,843  out-patient  visits  at  the  Health 
Center.  Dental  services  provided  1,497  examinations  and  a  total  of  6,317 
services. 

Fort  Belknap  Indiah  Reservation 

The  Public  Health  Service  operates  a  22-bed  hospital   at  the  Fort  Belknap 

Agency.      Both  out-patient  and  in-patient  services,    as  well  as  dental  care 

are  provided.      It  also  operates  an  out-patient  clinic  at  Hays  two  days  per 

week. 

Special   medical   problems  are  referred  to  physicians  and  hospitals   in 
Havre,    Billings  and  Great  Falls,    Montana,    and  Seattle,   Washington. 


There   is  also  a  Community  Health  Service's  staff  at  the  hospital  consisting 
of  public  health  nurses  and  a  sanitarian  technician. 


Source:      Montana   State   Plan  for   Health,  State  Comprehensive   Health   Planning 
Agency,    1974. 


APPENDIX  D 
VETERAN'S  ADMINISTRATION   HOPSITAL 


The  Veteran's  Administration  Hospital    in  Miles  City  contains  a  total   of  96 
beds,    20  of  which  are  used  for   long  term  care.      1974  operating  data  for 
the  facility  indicate  that  there  were   1,706  admissions  with  an  average  length 
of  stay  of  16.3  days.      A  total  of  27,740  patient  days  were  accumulated.      The 
hospital's  occupancy  rate  for  this  period  was  79.2%. 

Seven  physicians  have  been  assigned  to  the  V.A.    Hospital.      On  staff  also 
are  31    RN's,    four   LPN's  and   12  nurses  aides. 

The  Nursing   Home  Care  Unit  has  been   in  operation  for  two  years  and   is 
temporarily  situated  on  the  third  floor  of  the  V.A.    Hospital.      The  unit 
houses  20  male   long  term  care  patients  having  an  average  age  of  74.4  years. 
Five  of  the  patients  are  in  skilled  beds,    8   in   intermediate  A  beds  and  7   in 
intermediate  B  beds.      The  average  length  of  stay   is   16.25  months. 
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